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Introduction to the Portfolio
This portfolio comprises three dossiers reflecting different aspects of training: academic, 
therapeutic practice and research work. Whilst the dossiers and the individual pieces of 
work contained within them cover a range of material and aim to demonstrate a variety of 
abilities and competencies, these reflect areas of personal interest to me and represent my 
thinking at various stages in my personal and professional development and approach to 
practice. Before introducing the three dossiers, I will introduce relevant aspects of my 
own experience for the reader to gain an impression of my motivation for undertaking a 
professional training in Counselling Psychology and what influenced my clinical and 
research interests.
Background
My interest in Counselling Psychology was sparked by several experiences that have also 
directed the range of topics I have chosen to explore, including my research. Having 
worked in different capacities including in the field of art and design and in running my 
own business, 1 became familiar with what I felt was lacking. I had a desire to learn and 
achieve academically but in something that felt right for me and sat comfortably with my 
other roles. I had a keen interest in mental health issues, particularly as, throughout my 
life, my mother had been suffering from what I would now refer to as depression. A 
mother of two and recently separated, 1 was also faced with my sister’s sudden physical 
illness that has since incapacitated her. At the time, she was having therapy because of 
suicidal ideation and had found it very helpful. However, continued therapy was not so 
helpful according to her experience; in particular, she struggled to try and make her 
therapist understand her dilemma. During this time I was also reevaluating my personal 
‘cultural identity’, where 1 sat comfortably and not so comfortably within my culture. It 
was around this time that I began my undergraduate course in psychology. Here my 
interest in counselling was further sparked by a module in counselling where I discovered 
that the humanistic values and a belief in human potential sat comfortably with my own 
ideology (Strawbridge & Woolfe, 2003). However, this was only an introduction to 
counselling and I wanted to gain more in-depth knowledge about the profession, so I
undertook several courses in counselling alongside my undergraduate course. Here, I 
became fascinated by unconscious processes, hidden aspects of the self and how 
unresolved issues may manifest themselves in physical symptoms. This learning 
increased my desire to train as a Counselling Psychologist. I was particularly attracted by 
the profession’s emphasis on the therapeutic relationship and its respect for the validity of 
individual phenomenological accounts (British Psychological Society, Division of 
Counselling Psychology, 2001). Training in the multiple models taught on this course 
(humanistic, psychodynamic and cognitive behavioural) has given me a solid base from 
which to go forward. Also, with this training my understanding of the therapeutic 
relationship and my role as a practitioner within it has developed and evolved. I have 
attempted to show this developmental process throughout my dossiers, which comprise 
the three sections of this portfolio.
Academic dossier
This dossier contains three essays, selected to highlight the range of topics I have 
explored throughout my training and also to reflect the diversity of epistemological 
stances inherent in Counselling Psychology. The first essay is drawn from thinking about 
‘Lifespan Development’ and focuses upon the development of identity from a social 
constructionist perspective. I was drawn to this perspective because of its notion of 
identity as continuously constructing and reconstructing itself through social discourse 
(Burr, 2000). This resonated very much with my own experience of how I identified with 
myself and others. It captured my interest in a way that I would describe as healthy and 
constructive, as it challenged me to think more deeply about modernist approaches to 
theory research and practice and the potential limitations of these. This allowed me to be 
more open and experiment with different thoughts and ideas, though at times these have 
been conflicting. Particularly, I liked the idea about there being no objective truth and a 
person’s landscape being biased by his/her perspective through the discourse made 
available to him/her. Undertaking this piece of work provided me with an invaluable 
frame of reference, particularly when working with clients, by reflecting on how they tell 
their stories, and when preparing for and conducting my research.
The second essay examines countertransference and cultural countertransference, which 
appealed to me because of the unconscious process that underlies it. A primary 
motivation for writing about it came not only from working in a psychodynamic 
placement at the time, but from the value I placed on the use of the self in my clinical 
practice. I have found awareness and monitoring of such aspects within the therapeutic 
relationship to be very useful and, at times, felt that it opened a way forward to making 
sense of complex and sometimes difficult feelings. Also, working with clients from 
diverse backgrounds encouraged me to become more aware of cultural 
countertransference and think about how I might make therapeutic use of it when it arose 
in my clinical practice. It also made me aware of the potential difficulties if 
countertransference goes undetected. Furthermore, an awareness of countertransference 
has benefited other areas of my training such as peer supervision.
The third essay discusses the process of working through difficulties in the therapeutic 
relationship within a cognitive behavioural theoretical framework; it draws upon 
examples from my own clinical experience. This essay was written during my final year 
as part of my own process of integrating the cognitive behavioural model into a more 
relational/intersubjective way of being in the relationship. I found this an interesting 
piece of work as it allowed me to reevaluate my previous experience of CBT, which I had 
in my [very] first year, and assess my development over the years training as a 
practitioner.
Therapeutic practice dossier
This dossier offers an overview of the development of my therapeutic practice during 
training. It gives a brief description of four training placements (one of which I continued 
for a second year) and the client groups I have worked with. It also includes my Final 
Clinical Paper, in which I reflect upon my ongoing development as a Counselling 
Psychologist, and gives some insight into how I engage with theory, research and 
practice.
Research Dossier
This dossier contains three reports, one from each academic year of the training course. It 
includes my literature review and two research papers, one qualitative and one 
quantitative. Together they comprise my exploration of the practice implications of 
working with south-Asians and reflect the progression of my thinking about the subject. 
The literature review was more of an exploratory process inspired not only by my 
reservations about the compatibility of Western theory with south-Asians (including 
Indians, Pakistanis and Bangladeshis) but also my interest in how clients may manage 
sexual feelings or feelings of sexual desire in therapy. This led me to title the review: 
“How may south-Asian clients/patients experience sexual feelings or feelings of sexual 
desire? A critical review of theories about the psychosexual development of Indians.” 
Indian development was chosen because there seemed to be little else in the literature in 
terms of the other ethnic groups referred to above. However, the literature suggested 
there was little difference in cultural values and beliefs between the three different ethnic 
groups (excluding religious beliefs and values).
In the literature, I found repeated allusions to difficulties encountered by minority clients 
when working with White therapists, or a model of therapy that is Western-centric, but 
little on the impact of culture on the experience of sexual feelings or feelings of sexual 
desire within the therapeutic relationship (Kakar, 1981, 2001, 2002). In order to make 
sense of the taboos around sexuality and possible difficulties in the therapeutic 
relationship, I reviewed the work of several authors in the field who adopted a more 
psychodynamic/psychoanalytic approach (e.g. Carstairs, 1956, 1968; Kakar, 1981, 1989, 
2001, 2002; Roland, 1989; and Kurtz, 1992). This provided a richer account of the 
psychological and social development of Indians. There were suggestions of anxiety 
around separation-individuation, fears and concerns about being judged and an extreme 
inactivity or passivity in the Indian self. Moreover, the review suggested that 
seductiveness could play a role in the personality of Indians contrary to observations of 
sexual inhibition and secretiveness. Also, an openness to talking about sex was evidenced 
in clinical practice (Kakar, 1991; Roland, 1989). However, I was intrigued by the
findings and by the difficulties in conceptualizing Indian or south-Asian development 
from a Western perspective and the risk of pathologising.
In the following academic year 1 sought to learn more about the actual difficulties 
encountered by south-Asians in therapy through their personal accounts. To obtain an in 
depth account of their experiences, I chose to interview a small sample of clients who had 
dropped out of therapy, particularly psychodynamic/psychoanalytic therapy. I felt that 
this would not only build on the literature review but also provide a richer source of 
material through identifying aspects that may have led them to terminate therapy. This 
led me to title my research report: “South-Asian clients’ experiences of
psychoanalytic/psychodynamic psychotherapy and the circumstances related to its 
premature ending: an interpretative phenomenological analysis”. I then analysed their 
work using a qualitative method known as Interpretative Phenomenological Analysis 
(Smith, 1995; Smith, Jarman & Osborn, 1999), which allowed me to explore their 
personal experiences of therapy, their expectations, processes and outcome, albeit 
through the lens of my own interpretative framework. The analysis offered a glimpse into 
south-Asian clients’ experiences of therapy, their processes and associated feelings in 
relation to the therapist and the context in which they had therapy. The themes identified 
highlighted their struggles and concerns within the therapeutic relationship, some of 
which had been previously written about while others were less familiar. The analysis 
highlighted a need for further understanding of clients’ difficulties and how some of these 
may interfere with the working alliance if not identified.
In my final year, my aim for the research was two-fold. I sought to generalise 
quantitatively Farsimadan’s and Draghi-Lorenz’s (2005 in print) results to a sample 
where there was a ethnic mismatch between ethnic minority clients and ethnic majority 
therapists residing in the UK, and to investigate process and outcome of therapy in 107 
participants. I also sought to further explore quantitatively the difficulties experienced by 
south-Asian clients that resonated with their culture and which were identified as the 
source of several issues between themselves and their therapists. These included certain 
ways of being such as secretive and/or pretentious, and clients’ fears and concerns about
being judged and/or stereotyped. Participants completed a set of questionnaires related to 
process and outcome (some of which were ready-validated and others that were 
purposely developed for the study) in two stages, before and after therapy. I explored 
frequency and implications for therapy and drew on a theoretical framework proposed by 
some theorists’ ideas central to ‘self-presentation’ (Jones & Pittman, 1982; Schlenker & 
Weigold, 1989) and ‘identification by proxy’ (Thomas, 1999). The results are reported in 
a paper entitled: The effect of ethnic matching on therapy process and outcome: 
exploring the role of cultural factors specific to south-Asian clients seeing White 
therapists.
Self Reflection
In reflecting on the five years of training and development documented in this portfolio, I 
feel that, with the help of my supervisors, colleagues and personal therapy, I have been 
able to heighten my awareness of my own processes and how these impact upon and 
interact with others as well as how they influence my own reactions. I have also observed 
that my writing skills, which are an important aspect of communication in many 
professions, have developed over the years as is evident in my work. I believe these skills 
will continue to develop.
Conclusion
Overall, I believe that I have engaged with academic, therapeutic practice and research 
ventures throughout my doctoral training, which have given me a solid foundation from 
which to practice and continue personal and professional development as a 
Psychotherapeutic Counselling Psychologist.
Statement regarding anonymity and confidentiality
Potential identifying details pertaining to individual clients, research participants, or 
locations of placements have been omitted or changed in order to protect their 
confidentiality and anonymity.
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Academic Dossier
Introduction to Academic Dossier
The dossier contains a selection of essays submitted throughout the PsychD course. The 
first essay is drawn from the area of ‘Lifespan Development’ and focuses upon the 
development of identity from a social constructionist perspective. It looks at how 
identity is shaped and continually changing through interactions with others. The second 
essay explores the concept of countertransference and cultural countertransference and 
the ways in which these might be helpful. The third essay considers how to work with 
problems arising in the therapeutic relationship in cognitive therapy.
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A discussion of the development of identity:
A social constructionist critique of the traditional focus on the individual psyche 
and its implications for counselling psychology.
The prevalent discourse in the development of the identity is very much governed by the 
traditional view of the self as a coherent, unified, self-contained, autonomous individual, 
and appeals to intra-psychic explanations even to explain social phenomena (Allport, 
1924; Burr 2000). However, the notion of people having a stable, unified, cognitively- 
determined ‘personality’ has been subject to mounting criticism (Niemeyer, 1988). This 
criticism has mainly stemmed from post-modern, or more precisely, social constructionist 
critiques of essential ism and empiricism (e.g. Shotter, 1993, 1998; Gergen, 1985, 2000; 
Sampson, 1989; Bakhtin, 1986) behind which lie the notion of an objective truth that 
surrounds human development (Gergen, 1985). The concept of identity deployed thus by 
social constructionists is that of fragmented, multiple selves, in a never-ending process, 
continuously constructing itself within social discourse (Burr, 2000). The aim of social 
constructionism is not to replace or repress the traditional view of psychology with a 
social perspective, but to look at how we can understand ourselves as ‘constituents of a 
process that eclipses any individual within it, but is simultaneously constituted by its 
individual elements’ (Gergen, 2000, p i29).
This essay will first look at the criticism of the traditional approach by focusing on the 
notion of truth and language and what these mean for social constructionism. It will then 
discuss the development of identity from a relational/positioning point of view (Davies & 
Harré, 1990; Shotter, 1984) by briefly taking into account some of the earlier attempts by 
social scientists and psychologists to include the relational elements of the self. Finally, it 
will look at some of the implications for Counselling Psychology.
Ideology plays a central role in the reproduction of the traditional view of the self as 
autonomous self agent for which the enlightenment period is credited (Gergen, 2000; 
Sampson, 1998; Shotter & Gergen, 1989). Problems thus were attributed to self rather 
than circumstances, giving rise to responsibility which, in effect, reproduces the prevalent
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ideology (Caplan & Nelson, 1973), the ‘taken-for-granted’ view of the social world. The 
essentialist position assumes there is a certain essence that is constant and continuous 
over time, and that certain experiences are natural and biologically determined 
(Delamater & Hude, 1998). The idea is that traits, motives, attitudes, and so on are 
located within the individual psyche (Neimeyer, 1998). This essentialist assumption 
suggests that there is an internal subjective world ‘in here’ and an external observed 
world ‘out there’ that is intrinsic to scientific enquiry. It sets out to distil facts/knowledge 
about the world in an attempt to represent reality, suggesting that the mind is a passive 
recipient of external phenomena (Burr, 2000). At the heart of this lies the belief that 
objective truth can be discerned through observations and testing of hypotheses (Gergen, 
2000). Thus psychology paved the way to explaining behaviour in terms of mental 
processes.
For social constructionists, psychological investigations have not produced a universally 
accepted account of behaviour. In fact, through empirical methods, conflicting ‘truths’ 
have been supported (Burr, 2000). The notion of objective or absolute truth is, therefore, 
rejected. However, social constructionists do not deny that there are truths, but rather 
hold that all truths are equal whereas interpretations are always from a perspective 
(Guterman, 1994; Burr, 2000; Gergen 1985). Thus the traditional understanding of the 
notion of objective truth is problematic (Gergen, 2000). Knowledge, for social 
constructionists, is a social invention not an objective representation of reality as argued 
by the traditional view (Gergen, 1985). We cannot step outside ourselves and give a true 
or objective picture of reality. Social constructionists assert that through social interaction 
and negotiation a person is weighted with subjective experiences of the world. The idea 
of the mind as a mirror of the outer world is, therefore, problematic (Gergen, 2000; 
Rorty, 1979). An example by Gergen makes this point clear: a person’s account of the 
landscape would be biased by his/her perspective, i.e. the discourse made available to 
him/her. Each person would, therefore, give a different account of the same terrain that is 
historically and culturally specific.
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Social constructionists also challenge the traditional view of language as ‘words as 
pictures’ of reality. The idea that ‘words match objects’ gives the impression of words as 
having a fixed meaning when explaining phenomena. However, following on from 
Derrida (1978) and Wittgenstein (1978), social constructionists argue that language is 
shaped by the context, that meaning is derived from the social practices and conventions 
of a given society (Gergen, 1985; Shotter, 1993; Gergen, 2000). It follows from this view 
that the relationship between the signifier and the signified is arbitrary (Burr, 2000; 
Gergen, 2000), as language is viewed as a sign system governed by an internal logic. 
Moreover, in replacing the picture metaphor with ‘language games’ the view gives 
weight to the historical and cultural specificity of language through which we position 
and construct ourselves (Gergen, 2000). Furthermore, as Bakhtin (1984) states, language 
of a culture is never pure; it bears traces of other cultures/traditions it has been in contact 
with. This further illustrates how differences in language will give different constructions 
of the world, and therefore the self (Neimeyer, 1998; Burr 2000).
The move away from the essentialist position of language, then, suggests that the western 
concept of the individual as an autonomous unified entity, like any other culturally 
available/salient concept, is constructed through the language of ones historical and 
cultural discourse (Gergen, 1991; Sampson, 1989). Through this same process it can be 
argued that the uniqueness of the ‘authentic self is retained, as we shall see, through the 
concept of positioning (Davis & Harré, 1990). From this it follows that it is through 
evaluative relations with others that our knowledge of our identity is constructed. An 
identity is to know where one stands in relation to others around and within a particular 
‘moral space’ or ‘moral world’ of possibilities. So instead of seeking the underlying 
causes of behaviour and actions, connections or relations are sought with their or ‘larger’ 
social and cultural surroundings. Identity is, therefore, constructed in a social context and 
is not the result of mental processes or a stage-like process of life span development 
(Shotter and Gergen, 1989; Burr, 2000).
In considering the above, it can be said that the development of identity shifts its focus 
from the cognitively-determined self to one that is constructed through relationships
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between oneself and ones surroundings. However, in doing so, it is difficult to pass over 
the language of individualism that is inherently embedded in Western society. Even 
Mead (1934) when attempting to move the focus of self relations holds on to the 
individual aspect of the self through inter-subjectivity in communication (Gergen, 2000). 
Although Mead’s work celebrates the relational aspects, nonetheless, emphasis is placed 
on how others determine the self. In other words, ‘how we think about the world and self 
is ultimately determined by others’ (Gergen, 2000, pl25). Similarly, a further attempt to 
depart from traditional psychology’s focus upon the individual psyche is observed by 
Vygotsky (1981) where there are suggestions of ‘higher mental functions’ -  thinking, 
attending, planning and remembering- being predetermined by social relationships. 
Bruner (1990), influenced by Vygotsky, proposed folk psychology, in which he argued 
that the way we understand ourselves, others and the world is through narratives carried 
in the individual’s mind. Bruner (1990) argued that it is only through our shared cultural 
system of interpretation that our narratives or autobiographies are understandable to 
ourselves and others. However, as with Mead (1934), cultural psychology has been 
unable to depart from individualism, as it tries to explain how cultural understanding is 
incorporated into the individual mind (Gergen, 2000). Furthermore, it becomes very 
deterministic in the way that it argues that thought is the result of enculturation (Gergen, 
2000).
As mentioned at the outset, the construction of identity from a relational and/or 
positioning point of view suggests that there are multiple selves continuously constructed 
through language and in relations with others through discourse (Burr, 2000; Gergen, 
2000; Davies & Harré, 1990; Shotter, 1984), the development of which can be argued to 
be jointly constructed through various ‘positions’ afforded in the momentary relational 
situation (Davie & Harré, 1990; Shotter, 1984). In other words, a person’s identity, or 
sense of self, is determined through evaluating their position and the position of others in 
relation to them and their surroundings, and is therefore subject to negotiation (Burr, 
2000; Shotter, 1984). In this way, one occupies a certain position in relation to others, for 
example as a student, worker, or patient. This, in turn, will indicate how one will respond 
to others and how others will respond in return.
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Accordingly, therefore, one’s identity ‘depends upon the positions made available within 
one’s own and others’ discursive practices’ (Davies & Harré, 1990, p46) through the 
process of social interaction. Developmentally, then, pursuing Davies and Harré’s 
interpretation of the process by which we gain a ‘historically continuous and unitary 
sense of the self (p47), it could be argued that through their relations a person learns of 
the categories within their social practices and institutions, and thus engages in the 
discursive practice that assigns meaning to these. Furthermore, that person, through this 
process, positions his/herself in one or another category as if he/she belongs. Recognising 
oneself, then, as having the characteristics of a particular category assigns membership to 
‘various sub-classes of dichotomous categories’ (p47) which then gives rise to a 
particular way of reading the world. It is this final process, authors suggest, from which 
the feeling of a unitary self comes. Thus our identity, or sense of self, is not determined 
by some internal cognitive process or biological predisposition, but rather is based on the 
historical and cultural discourses available.
The social constructionist view of identity as relationally constructed through language 
varying across contexts has several implications for counselling psychology, which will 
be briefly discussed. It is stressed, however, in keeping with the social constructionist 
position, that the following ideas are not presented as objective truth/knowledge but are 
offered to provide a little insight into the areas (Gergen, 1985). The context in therapeutic 
practice plays a crucial role in understanding the particular experiences of a person’s life, 
as argued by Erikson (1958) and Rank (1941). Although both writers work from the 
psychodynamic perspective which begins with the individual psyche, they also explore 
how particular experiences or contexts have shaped the psyche, thus emphasising the 
importance of social interaction. However, social constructionism ‘which begins with the 
linguistic and cultural resources within a given social context’ (Lynch, 1997, p8) would 
view the individual psyche as itself a social construction (Gergen, 2000). Similarly, 
psychological disorders must be seen to be social constructions through discursive 
practices (Owen, 1992). In line with systemic approaches to therapy, social 
constructionism would place the focus on how meanings arise through communicative
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action within a system (e.g. families) rather than reside within the individual (Neimeyer, 
1998). This approach regards the communicational nature of systems, through which 
meaning is generated, as its focus, thereby moving the focus away from the individual 
psyche.
The narrative approach, from within a social constructionist perspective, adopts a 
discursive framework for intervention (Neimeyer, 1998). White and Epston (1990) state 
that culturally predominant discourses often attribute problems to the individual by 
separating them from others in their life who may be the source of support. The role of 
therapy would be to resist these dominant narratives by externalising the problem and 
observing the outcome when dominated persons resist its influence, thus working 
towards re-authoring the client’s life (Neimeyer, 1998). For example. White and Epston 
(1990) cite an ‘alienated at risk adolescent who to externalise his problem builds a wall of 
distrust’; a therapist in this instance, they suggest, working in the narrative may, through 
dialogue, examine the effects of the wall on the adolescent’s social, personal, and 
academic performance. The therapist may then, through further dialogue, solidify any 
initial signs of change which may make it possible for the adolescent to clamber over the 
wall or dig his/her way under it, and ultimately gain freedom from the narrative and 
obtain authorship of his/her own life.
Moreover, Gidano’s (1995) therapeutic approach highlights that a client’s grievances or 
bitter feelings may be attributed to prevailing gender discourses and not the relationship 
per se. In other words, an awareness of the construction of dominant cultural discourses, 
like those operating in heterosexual relationships, may guide the therapist to look at 
issues/problems in a new way. Thus using the Movieola Technique, Guidano (1995) 
suggests that the therapist would ‘explore and reconcile the discrepancies between the 
client’s experience of the situation and the explanation of it’ (p9).
To conclude, for social construction the relational approach to the development of 
identity is not a result of mental process but is formed through interactions with others 
through language, emphasising a continuous process that is historically and culturally
16
specific (Shotter, 1984; Gergen, 2000). In spite of multiple selves it is argued that the 
sense of a unique, coherent self is retained through the concept of positioning (Harré & 
Davis, 1990). It further shows social constructionism works towards the intertwining of 
the individual/society binaries. Social constructionism has important implications for 
counselling psychology. In particular, its recognition of dominant discourses formed that 
prevail in society. It implies that an awareness of this aspect is helpful in guiding therapy.
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Discuss an aspect of the therapeutic relationship in relation to psychoanalytic ideas: 
the value of countertransference and its usefulness in the consulting room
Introduction
Freud thought of the therapeutic action of psychoanalysis as the uncovering of 
unconscious conflicts and educating the patient. This ‘suggestion’ method offered the 
patient intellectual knowledge but not psychic change. It was replaced when Freud 
recognised the importance of the transference phenomenon, first as a resistance, then a 
necessity and then a therapeutic instrument \  Likewise, within the field of psychotherapy, 
the term countertransference has undergone radical modifications and reworking since it 
was first introduced by Freud (1913). According to Samuels (1989), several theoretical 
viewpoints exist (e.g. Winnicott, 1947; Heimann, 1950; Little, 1951; Langs, 1978; and 
Fordham, 1975). Broadly speaking, however, a ‘totalistic’ position is applauded by many 
contemporary theorists of countertransference as “the therapist’s total response to the 
patient, both conscious and unconscious (Tansey and Burke, 1989). This ‘total response’ 
includes all the thoughts and feelings that the therapist experiences in reaction to the 
therapeutic interaction, whether they are considered to be ‘real’ or ‘neurotically 
distorted’. The totalist definition includes so called objective countertransference 
reactions (Winnicott, 1947), which any therapist would be likely to experience in 
response to a patient in a particular context; it also includes what are considered to be the 
idiosyncratic reactions of the therapist arising from the therapist’s own personal 
conflicts” (Tansey & Burke, 1989, p.41).
This paper sets out to explore the phenomenon of countertransference in general and 
cultural countertransference as it has been observed that, far from being a rare 
experience, aspects of the therapist’s own background, history and countertransference 
will play their own role in the therapeutic encounter (Helms & Cook, 1999; Kris, 1998;
* In short, transference is a form o f  displacement, “it represents the conflicts o f  the mind... it is a medium 
thorough which the individual’s drama is played out with the analyst; a new experience influenced by the 
repetition o f  the past rather than an earlier one” (Cooper, 1987, p97 -IM/B). One could argue that a fully 
developed transference constitutes a unique psychological fingerprint (Caper, 2000, p36 -IIA).It is 
important to attend to transference issues in psychodynamic psychotherapy to gain more understanding 
about the patient.
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Pedersen, Draguns, Lonner & Trimble, 1996), and thus will show how reactions evoked 
in the therapist are an important source of information and can be used to understand the 
patient. The first step is to trace briefly the evolution of countertransference in 
psychodynamic theory and thereby explore cultural countertransference. In this way it 
becomes possible to recognise the emerging importance of countertransference and thus 
the therapist’s self. Projective identification as a specific form of countertransference is 
also examined. Examples from the therapeutic encounter are used to explain these 
further.
Countertransference, a hindrance
Historically, countertransference was seen as a hindrance to therapy that prevented the 
analyst from having a clear and objective view of his/her patient (Freud, 1913), the result 
of the awakening of his/her own neurotic conflicts as an unconscious response to the 
patient’s influence (Rowan & Jacobs, 2002). It was thus considered to be something 
harmful and contaminating, interfering with the process of therapy, and one which should 
be worked through (or at least managed) during personal analysis to restore the 
therapist’s ‘neutrality’ (Freud, 1910 -  112; 1912). The therapist’s neutrality, along with 
‘abstinence’ in the expression of feelings, judgment and disapproval, as well as 
‘anonymity’ was striven for and promoted as a clinical necessity, in order to provide a 
therapeutic frame to facilitate transference of the patient’s unconscious feelings and 
internal conflicts onto the analyst, who could then interpret and bring them into the 
patient’s conscious awareness (Freud, 1912; 1915). The ‘blank screen’ was also thought 
to allow the patient to communicate experiences without concern of analyst retaliation or 
exploitation but with acceptance and understanding (Cherry & Gold, 1989 -113).
A broader understanding of countertransference
The call for an extensive revision of the Freudian view originated from what became the 
British object relations school (e.g. Winnicott, 1947; Heimann, 1950; and Little, 1951) 
with the idea that therapists might be able to therapeutically make use of their own 
affective experiences in relationships with patients. Hence, there has been a change in the 
attitude towards countertransference, albeit keeping in mind that a so-called ‘neurotic
23
countertransference’ (awakening of the therapist’s issues) is possible and perhaps 
sometimes difficult to distinguish from the patient’s material (Samuels, 1989). The 
importance of being aware of our reactions to patients was recognised by Winnicott when 
he observed how the medical profession treated psychotic patients. His paper (1947) 
removed much of the guilt and fear experienced by therapists in response to their 
countertransferential reactions by differentiating objective countertransference from the 
more subjective experiences. In the treatment of psychotic patients, he observed that the 
feelings evoked in the therapist can be quite powerful, particularly with very disturbed 
patients, and if the therapist is unaware of them he or she runs the risk of acting them out. 
Personal therapy for the therapist therefore continues to be encouraged in order to 
separate issues and to aid in refraining from, for instance, colluding with the patient.
The significance of the therapist’s self as unique and valuable can also be detected in his 
writings when Winnicott refers to the therapist’s identification, from his or her own 
experience, with a particular aspect of the patient. Recognising the therapist’s individual 
personality and characteristics can have important implications for working with patients 
from different sociocultural backgrounds, such as race/ethnicity and sexual orientation 
(as discussed later), as well as other specific characteristics that might be prominent in a 
patient.
It was Heimann’s (1950) paper on countertransference, however, that became a turning 
point in the history of psychoanalytic technique when she described it as an “instrument 
of research into the patient’s unconscious” (Heimann, 1950 p.81). A ‘totalistic view’ of 
countertransference is defined as all the feelings the analyst experiences towards the 
patient. She suggests that the therapist’s own spontaneous feelings and emotions^, as his 
or her unconscious ‘tunes in’ to that of the patient (as also implied by Freud, 1912), 
provide a key to understanding what is at first incomprehensible. She suggests that by 
sustaining and reflecting on the feelings generated through this deep attunement, the
 ^ It is important to note that countertransference phenomena are carried across not only in a verbal content 
but also in non-verbal ways through body language, smells, or atmospheric and contextual cues (Clarkson, 
1995 p90).
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therapist receives the chance to feel what the patient seems to be feeling or gains insight 
into the patient’s conflicts and defences.
As Balint and Balint (1961) also put it, what the therapist feels may be part of the 
patient’s communication, his or her cut-off feelings, or these may indicate the existence 
of a role that is being unconsciously forced on to the therapist by the patient in the 
transference (e.g protective or rejecting parent) ^. This links with Racker’s"^  (1957) 
concept “complementary countertransference” (or Sandler’s (1976) “role responsiveness” 
and projective identification discussed later) as differentiated from “concordant 
countertransference” though not separable. If the projection goes unrecognised, it can 
lead to therapeutic impasse or difficulties in the therapeutic relationship. By recognising 
and reflecting on the process, however, it can become very useful and may lead to more 
valuable “concordant countertransference”, which derives from empathie resonance with 
the patient. This allows the therapist to become attuned to the patient by identifying his or 
her personality with that of the patient, in other words “his [the therapist’s] id with the 
patient’s id, his ego with the ego, his superego with the superego” (Racker, 1957, p311).
Little (1951), however, who recommends a radical usage of countertransference (Gorkin, 
1987), that of disclosing, (though she accepts the classical definition of 
countertransference) on occasions occupies a more totalistic position. She highlights the 
importance of staying open to all intense reactions and suggests many reflect the 
therapist’s own unresolved conflicts. Along similar lines thus, it would be interesting to 
explore how culture might influence the countertransference, as clinical work never takes 
place in a racial/cultural or socio-political vacuum (e.g. Felton, 1989; Helms & Cook, 
1999; LaRoache, 1999). (See below.)
 ^ This shares much significance with projective identification (see below) and reflects what the patient 
feels about or is doing to the analyst
Like Heimann, Racker also takes on a totalistic position o f  countertransference.
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Empathy, an aspect of countertransference
The acknowledgment of the significance of countertransference also has developed to 
encompass a new quality, namely empathy, into the therapeutic encounter (Samuels, 
1989). The traditional classical use of empathy, however, is problematic where the 
influence in the therapeutic relationship has a monological/unidirectional character with 
the detached, neutral stance of the therapist. The therapist thus works on, rather than 
with, the patient. The split in the traditional view of psychoanalysis between the 
observing subject and the observed object leads to the patient behaving as object rather 
than an active subject, which arguably comes from the 20* Century climate that aimed to 
access an ‘objective truth’ (Ricci & Bacal, 1998). Contrastingly, understanding of 
empathy has also moved with the broadening of the concept of countertransference and 
has opened up greater space for shared or jointly negotiated meaning. As Spitz (1956) 
and Little (1960) point out, without countertransference neither empathy nor analysis 
would present. The therapist’s empathy is now considered to be indispensable to the 
therapeutic process, even though there may be differences of opinion over how it should 
be communicated -  whether indirectly through ‘empathically attuned’ interpretations or 
somewhat directly with occasional sharing of personal experience (Rowan & Jacobs, 
2002).
Cultural countertransference
Countertransference has been reconsidered to include the influence of culture. In a sense, 
Little (1951), Helms and Cook (1999) offer an intermediate position that distinguishes 
the extent to which therapists’ reactions are grounded in the reality of the therapeutic 
relationship, thus re-defining countertransference as irrational reactions emanating from 
unresolved issues within the therapist (Gelso & Carter, 1985; Helms & Cook, 1999). This 
view retains Freud’s notion that countertransference is conflict-based while not limiting it 
strictly to unconscious reactions or to those solely in response to the patient’s 
transference, thereby offering something more specific, namely “the therapist’s culture- 
related distortions of the patient or rigid interpersonal behaviours rooted in his or her 
direct or vicarious experiences with members of the patient’s racial/ethnic or sexual 
orientations group” (Gelso & Mohr, 2001, p59). Their second concept goes deeper in that
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it is fuelled by earlier childhood experiences and partly by cultural phenomena defined as 
“therapist’s culture related distortions ...in response to the patient that are connected to 
and partly stemming from unresolved conflicts early in the patient’s life with significant 
others”.
How would ‘cultural’ or ‘culturally reinforced’ countertransference then translate in 
practice? Helms et al. (1999) focus more on the phenomenon of transference in their 
explanations and refer to possible difficulties in developing a transference related to 
significant persons if racial transference develops as an overriding concern based on the 
patient’s salient identity groups. They advise that the patient’s perception of the 
therapist’s race and culture^as aspects of the transferential relationship should not be 
ignored and often need to be worked through before ‘normal’ transferences  ^are attended 
to. Making reference to the racial identity theory (see Helms, 1990; and Helms et al., 
1999) Helms et al. further suggest that the quality of the relationship might be 
significantly affected by both similarities and differences in patients’ and therapists’ 
culture-based values, worldviews and communication styles (e.g. Felton, 1986; LaRoche, 
1999) and at times can lead to premature termination (e.g. Yi, 1995). However, as 
Schachter & Butt (1968) indicate, psychodynamics can get cathected onto race and at 
times can foreshadow the developing positive transference onto the analyst.
Based on the argument then that attributes of the analyst do affect the shape and character 
of the developing therapeutic relationship, as also referred to by Blum (1971), and 
Winncott’s (1947) notion of ‘identification’ referred to earlier, it seems plausible that 
countertransferential reactions should be considered in the light of these with a view to 
openness about one’s experiences. Thus the therapist needs to pay close attention to his 
or her inner workings and seek to grasp how these might relate to the patient (or 
themselves), his or her issues and enactments during treatment.
In my clinical practice, I worked with several patients from diverse backgrounds. With 
one particular patient I felt that my own cultural background (similar to hers) developed a
 ^Here defined under the umbrella term for ‘race’ ‘ethnicity’ and ‘sexual orientation’ (Phinney, 1996). 
 ^They make clear that these are no less important than cultural transference
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positive transference that was based on ‘our’ similarity. This, I felt, was not helpful as it 
was used as a defence against understanding. However, after several attempts through 
interpretation there was a shift in our relationship in which she was able to get in touch 
with her anger. Thus aspects of my own cultural background and history played their own 
role in the process, which needed close monitoring and was not always simple to discern 
from what might be considered ‘normal’ countertransference.
Countertransference: should it be disclosed?
This question, as well as others, (e.g. what would be the best way to share, disclose, 
interpret and so on) is also asked by Samuels (1989) when he considers the implication 
for technique. Mainly a cautious stance is advocated. Heimann (1950), for example, 
cautions against communicating countertransference and recommends that it be used 
silently. Similarly, Casement (1986) suggests that sharing a countertransference based on 
the therapist’s feelings is not justified. Furthermore, the therapist should only employ the 
countertransference in a way that the patient is able to make out his or her own 
contribution. Samuels (1993) too questions the wisdom of revealing all of one’s 
countertransference and suggests that it might lead to greater self disclosure than 
traditionally occurred. Others’ cautioning against its use stems from the possibility of 
burdening patients, by distorting the transference, providing inappropriate gratification, 
presenting the therapist like a magician, or gratifying the therapist’s needs.
However, disclosure can help break through therapeutic impasse and resistances 
(Winnicott, 1949; Little, 1951), particularly with very disturbed patients, though not 
necessarily. Advocates of disclosure suggest that selectively communicating the 
countertransference can offer a new experience that can help very disturbed patients to 
improve (Gorkin, 1987). Following supervision, I disclosed a feeling of overwhelming 
tiredness whenever she entered the room to a patient who then revealed how “numb” she 
felt. Disclosure can also be helpful when there are gross enactments (e.g. forgetting 
sessions). My own analyst’s disclosure helped me understand how others might react 
with me in a similar way to my therapist. However, there seems to be little literature in
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how therapists might deal with their affective experiences of their patients. At present, 
supervision seems to be the best path.
A specific form of countertransference: projective identification
Much of the thinking about countertransference is linked with the theoretical 
formulations of unconscious processes such as projective and introjective identification, 
ideas introduced by Melanie Klein (1946; 1952) and extensively reworked by subsequent 
theorists. Once also viewed as problematic, it is now used to reach an understanding 
about the patient. It relates to a splitting process of the early ego and is thus thought to 
occur with disturbed patients regressed to or fixated at the paranoid-schizoid position, 
though it has been observed with healthy patients (e.g. Heimann, 1950; Racker, 1957).
Projective identification is thus described as a defence mechanism of the primitive self; it 
is “a mode for communication, a primitive form of object relations and a pathway for 
psychological change” (Ogden, 1982). Bion (1965; 1967; 1970) describes two types of 
projective identification; one is where the patient attempts to communicate a state of 
mind to the analyst, and the other is where it is used to evacuate a painful state of mind, 
entering an object in phantasy for immediate relief, and often with the aim of intimidating 
control of the object. The divisions, however, are not clear cut and often there is a 
mixture of both forms of projective identification. One of the functions of projective 
identification is to transform the patient’s projected unbearable feelings into something 
more manageable. This resembles Bion’s (1962) likening of the therapist-patient 
relationship to that of mother and child, wherein the mother senses her baby’s distress 
and does what is necessary to ‘contain’ and ‘detoxify’ and return it in a less threatening 
way.
The form projective identification takes in clinical practice corresponds to that of the 
patient unconsciously projecting unwanted aspects of him or herself (‘objects’ and ‘part- 
objects’) into (not just onto) the therapist. In this way the patient disowns or expels these 
aspects or communicates what might be unmanageable to the analyst. The analyst task is 
to contain these feelings and responses that do not seem to be quite his or her own. He or
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she does this by taking in the projections through his or her mature integrated psyche, 
modulating them, transforming them, giving them meaning and giving them back to the 
patient in a way which can be assimilated and be available to him or her as new ways of 
handling disturbed feelings. However, in the interim, the therapist might have to wait 
uncomfortably before recognising what is happening and begin to feel or act in 
accordance with projected aspects, and the patient, in turn, may believe that the therapist 
possesses these characteristics and respond accordingly (e.g. feeling persecuted).
In clinical practice, I have often come across intense feelings that, at the time, were 
unexplainable, one of which almost led to my acting out with a patient who always 
attended a session at least ten minutes late. With this particular patient the beginning and 
the ending of the 50 minute sessions was always quite a powerful period in which a lot of 
the work was done. In supervision, we had talked about his lateness as possibly reflecting 
his angry feelings for being left at the end of each session. It was our second session after 
the Christmas break, when I, for some unknown reason (and completely out of character), 
sat waiting for my patient 40 minutes earlier than his due time. I was feeling somewhat 
frustrated as I had to cut short my lunch break that I originally thought might have been 
much longer. When he arrived (which in reality was 10 minutes late, as usual), it was not 
until my interpretation that I discovered that I had made a mistake but was able to, by 
way of interpretation, continue with the session rather than act out ‘proper’. At the time, 
this aided discussion about his feelings of ‘getting things wrong’ and ‘feeling frustrated 
by it’. In supervision, however, we recognised that he had powerfully communicated his 
angry feelings for being left waiting over Christmas. Through mild and sometimes deeper 
interpretations (including those reflecting my recent image of him), he is now ‘beginning’ 
to recognise his anger as rooted in his childhood.
By careful observation and monitoring of my countertransference and an awareness of 
projective identification I was thus able to use the process as a basis for modelling, 
interpretations and putting words to feelings (Grand & Crawley, 2002). However, my 
nearly acting out proper raises the question about the extent to which therapists can 
“digest” unpleasant feelings. Bateman and Homes (1995) suggest that a patient might
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attempt to escalate his attempt to make the therapist feel what was going on for him or 
her by important others. How an interpretation is given to a patient is also important; a 
deep interpretation might be harmful in that it might make the patient feel more anxious 
as if his or her unwanted feelings are projected back. Similarly, a strong silence might 
feel like the therapist is withholding rather than holding (Langs, 1980). Thus one could 
argue that empathy, as part of projective identification, brings to the fore “an awareness 
and examination of one’s own experiential state -  insofar as it is closely related to the 
projected aspects of the patient’s inner world (i.e. aspects of the self or internal objects) 
and has been induced by the patient through interactional pressure -  [and therefore] 
becomes the primary “tool” for empathie understanding of the patient” (Tansey & Burke, 
1989, p201).
Critique
In considering the totalistic view of countertransference, one might argue that it is too 
broad and encompassing thereby losing any specific meaning, and yet the earlier 
definition of countertransference as resistance obscures its importance, and thus either 
way it can be problematic and at times unhelpful. For example, in accepting a totalistic 
view, a principal criticism is that it underplays the therapist’s potential for proactive 
countertransference by tracing everything back to the patient (Bateson & Holmes, 1995 -  
114). In her extensive literature review, Scharff (1992) observes the patient’s role of 
projection is emphasised, whereas the therapist’s interjecting role has received little 
attention. Thus, as Segal (1988) recognises, countertransference can be used as an 
excuse; statements such as the patient ‘projected into me’ or ‘made me angry’ or ‘put me 
under seductive pressure’ can be understood as failure to understand the phenomenon and 
use it constructively. Though cultural and culturally-reinforced countertransference are 
helpful guides in distinguishing between the different types of countertransference that 
we might be presented with in the therapeutic encounter, the divisions, nevertheless, are 
not clear cut and often there is a mixture of both forms.
Moreover, there is this tendency to characterise the patient’s unconscious projective role 
in words that make it sound intentional and ‘active’ by using the language just described
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whereas the therapist’s role is portrayed as passive (e.g. “being induced to feel”, or 
“controlled”). Does this then imply that the countertransference is an objective 
replication of what the patient feels or is it coloured with the therapist’s own personality? 
Kenberg (1965) suggests that in the light of what is already known about the patient, the 
therapist possibly feels an ‘appreciation’ of what the patient feels.
With the projections only seeming to move one way from patient to therapist the patient- 
therapist relationship would appear to be largely ignored. However, theory rarely 
translates into practice proper. Most clinicians will have been exposed to and influenced 
to some extent by several perspectives, including the more radical and controversial 
relational/intersubjective perspective (Stolorow, Brandchaft, & Atwood, 1995). For 
example, they may reflect more critically on their own contribution to the transference- 
countertransference dynamics.
Conclusion
Based upon recent developments within the psychodynamic tradition and my own 
clinical experience, an account has been forwarded that has emphasised that 
countertransference is not necessarily a hindrance to the therapeutic work but a useful 
tool in gaining an understanding about the patient’s unconscious conflicts. In doing so, it 
has emphasised that the therapeutic relationship is between two people and bi-directional. 
The analyst thus now tries to be open to and affected by the patient, but the situation is a 
complicated one, as Joseph (1985) conveys: “aspects of [the patient’s] inner world built 
up from infancy -  elaborated in childhood and adulthood -... can only [be] capture[d] 
through the feelings aroused in us, through our countertransference”. Its varied meanings 
include empathie identification with the patient, transference onto the patient, or all of his 
or her reactions. In addition, cultural countertransference is presented as an important 
concept that needs to be considered in our work when working with patients from 
different sociocultural constructs. However, there is a disagreement over disclosure of 
countertransference corresponding to what should be disclosed, if at all.
32
References
Balint, M., & Balint, E. (1939). On transference and countertransference. In primary love 
and psychoanalytic technique. London, Tavistock.
Balint, M., & Balint, E. (1961). Psychotherapeutic techniques in medicine. London, 
Tavistock Publications.
Bateson, A., & Holmes, J. (1995). The therapeutic relationship. Introduction to 
psychoanalysis-contemporary theory and practice. London, Routledge.
Bion, W. (1962). Learning from experience. London, Heinemann.
Bion, W. (1963) Elements o f  psychoanalysis. New York, Basic Books.
Bion, W. (1965). Transformation. New York, Basic Books.
Bion, W. R. (1970). Attention and interpretation. New York, Basic Books.
Casement, P. (1986). Interpretation: fresh insight or cliché? Free Association, 5, 234-242.
Cherry, E. R., & Gold, S. N. (1989). The therapeutic frame revisited: A contemporary 
perspective. Psychotherapy, 26, 162-168.
Clarkson, P. (1991). Through the looking glass: explorations in transference and 
countertransference. Transactional Analysis Journal, 21, 2, 99-107
Felton, J. R. (1986). Sex makes a difference; how gender affects the therapeutic 
relationship. Clinical Social Work Journal, 14, 2 .
33
Fordham, M. (1957). New developments in analytical psychology. London, Routledge 
and Keagan Paul.
Freud, S. (1910). The future prospects of psychoanalytic therapy. Standard Edition, 11, 
141-151.
Freud, S. (1912). Recommendations to physicians practicing psychoanalysis. Second 
Edition, 12, London, Hogarth Press.
Freud, S. (1915). Observations on transference love. Standard Edition 12.
Freud, S. (1919). Lines of advance in psychoanalytic therapy. Standard Edition 17.
Gelso, C. J., & Carter, J. A. (1985). The relationship in counselling and psychotherapy: 
components, consequences, and theoretical antecedents. Counselling Psychologist, 13, 
155-243.
Grant, J., & Crawley, J. (2002). Transference and projection. Buckingham, Open 
University Press. Hart, T (1999). The refinement o f  empathy. Journal of Humanistic 
Psychology, 39, 4, 111-125.
Gorkin, M (1987). The uses o f countertransference. London, Jason Aronson.
Heimann, P (1950). On countertransference. International journal o f  Psycho-Analysis, 
31,81-84.
Helms, J. E. (1990). Black and white racial identity theory research and practice. 
Westport, CT, Greenwood.
Helms, J. E., & Cook, D. A. (1999). Using race and culture in counselling and 
psychotherapy: Theory and process. Boston, Allyn & Bacon.
34
Kemberg, O, (1965). Notes on countertransference. Journal o f  the American 
Psychoanalytic Association, 13, 38-56.
Klein, M. (1955). On identification. In M Klein, P Heimann & R E Money-Kyrle (ed). 
New directions in psycho-analysis. London, Tavistock.
Langs, R. (1980). The listening process. New York, Jason Aronson.
LaRoche, M. J. (1999). Culture, transference, and countertransference among Latinos. 
Psychotherapy: Theory/Research/Practice/Training, 36, 389-397.
Little, M. (1951). Countertransference and the patient’s response to it. International 
Journal o f  Psycho-Analysis. 32, 25-36.
Little, M. (1957). “R” -  the analyst’s total response to his patient’s needs. International 
Journal o f  Psycho-Analysis. 37, 360-366.
Ogden, T. H. (1982). Projective identification and psychotherapeutic technique. New 
York, Jason Aronson.
Phinney, J. S. (1996). When we talk about American ethnic groups, what do we mean? 
American Psychologist, 51, 918-927.
Racker, H. (1953). A contribution to the problem of countertransference. International 
Journal o f  Psycho-Analysis, 34, 313-324.
Racker, H. (1957). The meanings and uses of countertransference. Psychoanalytic 
Quarterly, 26, 303-357.
35
Ricci, W., & Broucek, F. (1998). Optimal responsiveness and neutrality, abstinence, and 
anonymity. In H Bacal ed. Optimal responsiveness- how therapists heal their clients. 
Northdale, NJ, Jason Aronson Inc.
Rowan, J., & Jacobs, M. (2002). The therapist’s use o f  self. Buckingham, Open 
University Press.
Samuels, A. (1989). The plural psyche; personality, morality and the father. London, 
Routledge.
Samuels, A. (1993). The political psyche. London, Routledge.
Sandler, J. (1976). Countertransference and role-responsiveness. International Review o f  
Psycho-Analysis, 3, 43-47.
Scarff, J. (1992). Projective and introjective identification and the therapist’s use o f  self 
Northvale, NJ, Jason Aronson Inc.
Schachter, J. S., & Butts, H. F. (1968). Transference and countertransference in 
interracial analysis. Journal o f  American Psychoanalytic Association. 16, 792-808.
Segal, H. (1988). Countertransference. In the work o f  Hanna Segal, London, Free 
Association books.
Stem, D. (1985). The interpersonal world o f  the infant. New York: Basic Books.
Stolorow, R, Brandchaft, B., & Atwood, G. (1995). Psychoanalytic treatment-An 
inter subjective approach. Hillsdale, HJ, The Analytic Press.
Tansey, M., & Burke, W. (1981). The mask o f  shame. Baltimore, MD: Johns Hopkins 
University Press.
36
Winnicott, D. (1947). Hate in the countertransference. International journal o f Psycho- 
Analysis, 30, 2, 69-74.
Winnicott, D. (1965). The maturational process and the facilitating environment. 
London, Kamac Book.
Yi, K. (1995). Psychoanalytic psychotherapy with Asian clients: transference and 
therapeutic considerations. Psychotherapy, 2, 32.
37
Cognitive behavioural therapy : 
addressing problems in the therapeutic relationship 
Introduction
The cognitive model (Beck 1995; see also Beck, Rush, Shaw, & Emery, 1979; Beck 
Freeman & Associates, 1990; Bums, 1999; Padesky & Greenberger, 1995) was first 
pioneered by Aaron Beck as a short-term, structured form of therapy for depression. 
However, it has since matured and early formulations have evolved to include a renewed 
focus on the therapeutic relationship and an increased attention to interpersonal cognitive 
processes (Gilbert, 1992). It presently features as a mainstream psychotherapeutic model 
that is widely accepted as one of the most popular intervention formats amongst clinical 
practitioners for a wide range of disorders (Smith, 1982; Orlinsky, Grawe, & Parks,
1994). Underpinned by scientific merit and thereby amenable to evaluation and clinical 
trial, Roth & Fonagy (1996) advocate it as the psychological treatment of choice for 
many conditions. The cognitive model emphasised as a collaborative enterprise 
“proposes that distorted or dysfunctional thinking (which influences the patient’s mood 
and behaviour) is common to all psychological disturbances. Realistic evaluation and 
modification of thinking produce an improvement in mood and behaviour” (Beck, 1995, 
p i -2). However, despite the therapist’s and client’s efforts, many clients in cognitive 
therapy, or any form of therapy, do not improve. In fact, Leahy (2003) suggests that 40% 
of clients in cognitive therapy terminate therapy prematurely and only one out of three 
clients treated for depression show clinically significant change. This essay therefore sets 
out to explore how difficulties can arise in the therapeutic relationship and the ways in 
which they are conceptualised and addressed. My first step is to give an overview of 
cognitive therapy with a particular focus on the therapeutic relationship as it has evolved. 
It will then explore challenges arising within the therapeutic encounter with examples 
from my own practice.
 ^For the purpose o f  this essay the terms Cognitive Therapy and Cognitive-Behavioural Therapy will be 
used interchangeably to mean the same thing as the literature is unclear and does not differentiate its use in 
a context.
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Cognitive behavioural therapy and the therapeutic relationship
Disenchantment with the behavioural tradition is a salient factor that gave rise to 
cognitive therapy in the late 1960s, but the true combination of cognitive and behavioural 
approaches came after Beck’s model of depression with the successful treatment of panic 
disorder (Clark 1986). Rooted in rationalism, with emotion construed primarily as a by­
product of cognition, much of cognitive-behavioural therapy focuses on the opportunity 
for new adaptive learning which comes from the premise that attitudes are learnt and 
therefore can be unlearnt or changed. The central tenet of cognitive therapy is that the 
meanings we attach to things (‘cognitions’) influence the way we feel about things. For 
example, if we think that a dog approaching us is likely to harm us, we are likely to feel 
under threat, but if we think that it is harmless we are unlikely to feel alarmed. 
Philosophically, the model assumes that there is an objective reality, and the therapist’s 
task is to help the client develop a more accurate view of this reality. However, this 
approach raises questions as to who is the final arbiter of the client’s reality i.e. the client 
or the therapist. The clearest response comes from the experiential tradition as noted by 
Safran and Segal (1990), who emphasise that only the client can be the expert of his or 
her reality. By being open to this the therapist, by way o f being available, can help clients 
discover their own reality.
An understanding of the interplay between thoughts, moods, behaviours, physical 
functions and (included in Beck’s later work) the environment is thus considered central 
to cognitive behavioural therapy and forms the basis of case conceptualisation (Beck,
1995) or an understanding on which the work is based. For this understanding to develop 
Beck suggests a collaborative, warm and empathie stance that forms the basis of the 
therapeutic alliance or relationship. The relationship is considered important to good 
therapy as it provides an opportunity to decide together the goals and tasks of therapy 
based on the case conceptualisation (Beck et al., 1979, p.45). However, if the therapist is 
being transparent it seems important to be mindful of timing and pace in order to avoid 
the sharing of a hypothesis being experienced in a critical way (Bannan & Malone, 
2002). A good therapeutic relationship is therefore important in conveying a sensitive and
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non-intrusive therapeutic environment, (e.g. Corrie, 2002). The aim of therapy is to 
enable the client to be her/his own therapist and to apply the learnt skills to her/his life 
events.
Cognitive-behavioural therapy’s greatest strength has been its consistent focus on clearly 
defined techniques with problem solving constituting an integral part of treatment, which 
is viewed as a central mechanism of client change. This has had a clear advantage in 
training, research, and practice over other therapeutic approaches, and in this way has 
provided a strong basis for empirical validation. However, criticism of cognitive 
behavioural therapy in the past has been that it is too mechanistic, with an emphasis on 
technique, failing to take account of the therapeutic relationship and paying little 
attention to interpersonal and environmental variables (Safran & Segal, 1990). As noted 
above, while Beck did include the environment in his later formulations, he proposed that 
the general characteristics of warmth, accurate empathy and genuineness, were 
insufficient in themselves for ‘optimal therapeutic effect’ (Beck, et al., 1979, p.45). The 
therapeutic relationship or alliance was valued insofar as it fostered a collaborative 
relationship through the reinforcement and modelling value offered by the therapist. 
Equally it enhanced and increased compliance with structured therapy and 
collaboratively agreed tasks and goals (Beck et al., 1979; Corrie, 2002; Raue & 
Goldfried, 1994).
Traditionally, the transformative potential of the therapeutic relationship has been paid 
most attention within the domain of psychoanalytic theory and practice with its emphasis 
on transference and countertransference and person-centred therapy (Rogers, 1961; 
Newman, 2002). Its importance only recently gained a foothold in the cognitive literature 
as an arena in its own right for the exploration and modification of clients’ behaviours 
and beliefs by drawing on a variety of ideas. For example, different theoretical 
orientations work with clients with complex or multiple difficulties (e.g. with clients with 
personality disorder or interpersonal difficulties), research evidence of the importance of 
the therapeutic relationship or alliance (e.g. Horvath et al., 1991; Castonguay, Goldfried, 
Wiser, Raue, & Hayes, 1996), and the work of cognitive therapists, such as Safran (1998)
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Safran and Segal (1990) and Young (1994), who have developed interpersonal models of 
therapeutic processes, which focus on ‘how to use the relationship as an active ingredient 
of therapy’ (p. 120). By focusing and reflecting on in vivo experience of engaging in the 
therapeutic relationship with clients, and by assimilating concepts such as transference 
and countertransference into the cognitive model, as also suggested by Leahy (2003), 
therapists are better able to understand their difficulties and anticipate possible obstacles 
or ambivalence to change. This way of working also provides an opportunity for rational 
thinking and modification of maladaptive thoughts and feelings, as well as promoting a 
‘corrective’ emotional experience. In considering our work with our clients, it would also 
be important for therapists to be mindful of clients’ readiness to change (Prochaska & 
DiClemente, 1982) as well as related assumptions and what we as therapists are asking 
our clients to do. As Newman (2002) states, ‘we want them to trust us (...) to learn new 
skills (...) to be somewhat different (...) to commit (...) to explore (...) [and] to have 
hope’ (p i66). As Butler and Strupp (1986) argue ‘The complexity and subtlety of 
psychotherapeutic processes cannot be reduced to a set of disembodied techniques 
because techniques gain their meaning and, in turn, their effectiveness from the particular 
interaction of individuals involved’ (p.33).
Challenges to the therapeutic relationship
Most would agree that the quality of the therapeutic relationship is a fundamental tenet in 
determining how successful therapy may be (Horvath, 2002). In this context it is widely 
considered that a positive therapeutic relationship may facilitate change (e.g. Horvath & 
Luborsky, 1994). From a cognitive perspective it is argued that a good working alliance 
between client and therapist creates an environment of safety and trust, core components 
that may enable the client to learn, implement and practise skills leading to positive 
change. Indeed the therapeutic relationship between client and therapist is dialectic and 
the difficulties that arise in it reflect interactions between the cognitive processes of both 
client and therapist (Safran, 1990). Therapists are thus cautioned to pay as careful 
attention to their own core beliefs, underlying assumptions and automatic thoughts as 
they do to their clients’ as therapy unfolds (Corrie, 2002; Newman, 2002; Raue & 
Goldfried, 1994).
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Informed by the contributions of Beck’s cognitive model (Beck, 1995; Beck et al., 1979; 
Beck et al., 1990) and the wider interpersonal perspectives to the cognitive model 
represented by Safran (1998), the remainder of this essay will draw on experiences both 
current and previous and focus on difficulties arising in the therapeutic relationship 
related to various aspects of the timing of the use of certain techniques, the client’s 
history of interpersonal relationships and client’s readiness to change.
In my own practice one of the challenges I faced when working with the cognitive model 
was the balancing of technique with empathy. The cognitive model generally assumes an 
‘active, structured and directive stance’ to therapy (Newman, 2002, p. 165). The therapy 
(e.g. Beck et al., 1990; Beck, 1995) aims to intervene at the level of cognitions 
(automatic thoughts, underlying assumptions and schemas^, or core beliefs) to break the 
vicious cycle of a client’s difficulties. It is assumed that one can alter a person’s 
emotional difficulties by modifying their maladaptive behaviours, thought patterns and 
beliefs through various techniques such as ‘guided discovery’, behavioural experiments 
and ‘role play’. However, the concern is, as Bannan and Malone (2002) acknowledge, 
that it might be especially difficult for a therapist working from this model to be empathie 
because of the emphasis on detecting distortions in the client’s dysfunctional cognitions. 
Therefore, standard cognitive techniques can be misapplied and can be experienced as 
very invalidating to the client and create a rupture in the relationship (Leahy, 2003). For 
instance, if a technique is applied too early before a secure therapeutic alliance has had a 
chance to develop, the process of testing the client’s cognitions as valid and useful might 
be experienced as invalidating. This invalidation could prove counter-therapeutic and in 
my own practice I have found this to be of particular concern, in both my current setting 
(primary care) and previous setting (a community mental health team).
In my work with client A who presented with multiple problems which included 
depression and excessive worry about cleaning (e.g. presenting her house/self as perfect)
Some authors draw a distinction between core beliefs and schemas (e.g. Padesky & Greenberger), while 
others (e.g. Beck et al. 1990; Safran, 2003; Young, Klosko, & Weisharaar, 2003) consider schemas to be 
internalised cognitive structures o f  self-other experience, which include core beliefs.
42
following the death of her mother and step father four years ago. A experienced her 
parents, particularly her father, as overly critical and punitive. It seemed she had core 
beliefs about being ‘unlovable’ and ‘not good enough’. She stated she wanted to spend 
the time working on her obsessive symptoms as these seemed to take over her life. She 
believed her depression was under control due to medication prescribed by her GP. 
However, I was mindful that she had not spent any time grieving. The model appealed to 
her because she felt it made “logical” sense and that she could work with it 
constructively. We spent some time eliciting and then challenging her automatic thoughts 
related to loss of control. In one session she described herself as the “raw me” where she 
felt out of control and had not done the cleaning at home. I felt that this was an 
opportunity to identify and work with her raw feelings in the ‘here and now’. Imagery 
and Socratic questioning were used in order to explore her anxiety as she could only 
assimilate her thoughts to her physical symptoms. This was very useful and gave us 
something additional to work with, but I felt that moving to a cognitive level of thinking 
moved her away from her emotions. In the following session, A presented as feeling very 
low and distressed about an incident that had taken place over the weekend. I felt that she 
gave me another chance to test whether painful feelings were allowed to stay in the room. 
Most of the session was spent listening and empathising with her feelings, which 
included grief, shame, anger, and guilt.
After listening and empathising with her for most of the session, I tried through 
questioning to elicit what meaning she attached to the incident and how her thoughts 
maintained her current difficulty. Although she stated that she appreciated this 
constructive approach, I again noticed the change in affect; she had moved to a more 
controlled set of emotions and I felt more distance between us and a sense of frustration. I 
wondered if my reaching to apply techniques had in fact left her feeling invalidated and 
angry. While she expressed that she found the experience very nurturing and felt that I 
had given her permission to “cry”, she said she was left feeling that things ‘must’ be 
fixed. This was also a message that was carried over from the session before. With this 
there was also a break-through in that she came to realise what she had tried to avoid by 
focusing on her cleaning rituals and self/presentation i.e. her pain (pointing to her
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stomach) and how she needed to give herself time to grieve. I feel that self-disclosure on 
my part about my uneasiness with technique allowed her to be more open about her own 
experience. On reflection, I felt that I should have stayed with her a bit longer, listened 
empathically and validated her experience to a greater extent before moving on. By not 
doing this I may have reinforced her belief that she is ‘unlovable’, that feelings cannot be 
tolerated, and that everything has to be perfectly presented and needs to be controlled, as 
she had often experienced in her childhood. I feel it is important to find a balance 
between the client’s need for empathy and technique. Working with this client has 
emphasised the value of timing in therapy and a need for the therapist to appreciate the 
clients’ previous relationships with significant persons in their life.
On the other hand, I am equally aware of a counter-therapeutic reaction. As Leahy (2003) 
points out, a therapist confronted with a demand for validation will withdraw from 
offering tools that the client needs in order to change. In my previous practice, and a 
novice with this model of therapy at the time, I encountered this difficulty with a client 
with a history of physical and sexual abuse. She presented with depression and 
agoraphobia and wanted to focus on her agoraphobic symptoms as this prevented her 
from going out, which ultimately made her feel more depressed. The establishment of 
trust, as with any client work, was of vital importance since she presented with anger at 
becoming lost in the ‘system’ and having to tell her story again. As Beck et al. (1979) 
stress, to enable the building of trust, the therapist’s commitment to the client as well as 
the therapist’s display of professionalism, honesty and well-meaning action, is of 
paramount importance. A therapist attuned to both the client’s “moment-by-moment” 
cognitions and emotions and to her/his own thought processes, behaviours and 
experiences in relation to the client (e.g. counter-transferential reactions) would be able 
to work with and examine possible difficulties or obstacles in the development of the 
relationship. This I found was important in order to foster the client’s feelings of being 
understood (Leahy, 2003) and strengthen rapport (Beck et al., 1995). This said, 1 felt it 
was difficult to establish trust with my client. 1 felt that the difficulties resided in my 
client’s cognitive and interpersonal features (e.g. that she was ‘unlovable’ and that others
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would harm her) and my own difficulty in establishing a facilitative environment 
working with a model in which I had limited experience at the time.
With this client I experienced a strong resistance to working with the model or me. A 
definition of resistance seems appropriate which, of course, changes according to the 
theoretical stance taken by the practitioner. Resistance, as Newman (2002) states, 
concerns “those aspects of clients’ functioning that seek to maintain the status quo in 
their psychological lives (...) it also provides us with valuable information about clients 
and their struggles” (p. 166). Some cognitive therapists conceptualise resistance as 
‘behavioural non-compliance and see it as a hindrance to treatment’ (Newman, 2002) and 
something that must be overcome. Resistance, in the work with my client and in the 
cognitive behavioural model, can be defined as observable behaviour that occurs during 
treatment, such as arguing with or showing hostility towards the therapist, being 
persistently late, distrusting or threatening the therapist (Corrie, 2002). Many of these 
features were present in my work with my client including non-compliance with 
homework, divergence from agreed agenda and plans such as the writing up of thought 
dairies, which is integral to an atmosphere of collaboration in cognitive behavioural 
therapy (Beck, et al., 1979; Newman, 2002) and to which much attention has been given 
(Marsh, 1997). 1 tried various methods to engage my client and understand the nature of 
her difficulty, and interpreted her resistance not as something that must be overcome but 
as something that must be understood and worked with and not against (Leahy, 2003). 
This led me to eventually move to a more person-centred frame of working (which was 
collaboratively agreed) because through the use of cognitive behavioural techniques (e.g. 
imagery, pictures, cost and benefits of maintaining her avoidance, and relaxation 
techniques) we had become aware of how traumatic her experience had been and what 
impact it had on her current functioning. The dialogue crystallised for both of us, over a 
long period of time, into the realisation that contemplating ‘hope’ rather than change was 
the focus of therapy at this stage. This enabled the development of trust.
On reflection, 1 feel that my flexible attitude has been important in my work and has 
allowed me to more readily accommodate the client and her/his needs. In this sense, 1 feel
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feel that my assertive attitude (as well as an openness in supervision regarding the 
feelings generated in me in my work with my client, including counter-transferential 
feelings) has also been an important development for me as a practitioner. As my needs 
have been met, I have felt that my clients have also benefited from this. In the case 
above, I feel it was a healthy way of working with my client’s difficulties considering her 
past history and one which validated her experience. She was able to reflect and be 
honest about our relationship, how it had moved from untrusting to trusting and this gave 
her, for the first time, a feeling of being accepted and understood and a sense of hope for 
life (an extremely powerful moment). Consequently, her agoraphobic symptoms had also 
lessened. This I felt was a successful illustration of pulling back from using cognitive 
techniques. However, in other cases, there is a danger that empathy might reinforce a 
client’s position and therefore sometimes be an obstacle to moving forward (Bums & 
Auerbach, 1996). This I encountered with a client in my current practice. While it is still 
at an early stage, I am mindful of her need to be less constructive and not utilise the time 
available as an avoidance strategy for her feelings of inadequacy^ (Young, 1994).
Linehan (1993), in her cognitively based model of ‘dialectical behaviour therapy’ tailored 
for clients with personality disorder, points to this apparent conflict that therapy requires 
change, but the client needs to be validated. In her model (p200), she conceptualises that 
the therapist “pays attention to the dialectics of the relationship” by holding the tension 
between acceptance and need for change. In this way, the maintenance of a collaborative 
working alliance is made possible. Perhaps if 1 was more experienced when working with 
the client in my previous practice 1 might have been able to accommodate this to some 
extent. Also, in asserting that clients need both empathy and technique for change. Bums 
(1999) recommends that therapists should first empathise with clients’ perceptions before 
moving towards an evaluation of their cognitions through various associated techniques.
 ^The idea o f  schemas is reminiscent o f  the psychodynamic concept o f  transference and thus not only 
influence our interpretation and interpersonal encounters, but also can activate strategies and behaviour 
which tend to influence the people whom we are in relationships with to act in ways that validate our 
underlying schema (Safran & Segal, 1990). Thus the therapeutic relationship can be influenced by the 
processes o f  schema maintenance, schema compensation and schema avoidance (see Young, 1994)
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Conclusion
In conclusion, it can be seen that cognitive behavioural therapy has evolved over time by 
refining its ideas in the light of theory and skills from other theoretical orientations 
(Safran, 1998; Safran & Segal, 1990). This shift has allowed for a greater emphasis on 
the therapeutic relationship and how it can to be used as a tool to understanding and 
working with difficulties that may become manifest in the work with clients. In attending 
to both the relational and technical aspects of the process, including the therapists’ 
cognitions and counter-transferential feelings as a unified whole, difficulties are now 
viewed as something to work with rather than hurdles to be cleared before the technical 
work of therapy can begin. If one explores from where the obstacles come and what they 
represent, they can deliver important insights for the therapy and could actually 
strengthen the therapeutic relationship. 1 feel that as a counselling psychologist working 
from a cognitive behavioural perspective, 1 have attempted to work collaboratively and 
incorporate these aspects into my work with my clients (e.g. being transparent and 
mindful of the intersubjective nature o f the encounter while working with tools and 
techniques offered by the model).
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Introduction to Therapeutic Practice Dossier
The therapeutic practice dossier includes an overview of each of my four placements that 
were undertaken during training and offers some evidence of competencies via a client 
study (second year of training) and a process report (third year of training) (see 
Attachment to portfolio). Further evidence can be seen from log books that were written 
for each of the four placements and a number of other client studies and process reports 
(see Appendices to the portfolio). The dossier includes my Final Clinical Paper, which 
aims to provide an account of my personal and professional development as a 
Counselling Psychologist and also give insight into how I engage with theory, research 
and practice. It describes my developing awareness of different aspects of the therapeutic 
relationship, my movement towards integration and also discusses my own personal use 
of therapy.
(For a more detailed account the reader is referred to the Appendices to the portfolio 
which provide a log book for each of the four placements undertaken.)
N.B. As stated in the introduction to the portfolio, all potentially identifying information 
related to clients, including details of placements and supervisors, has been changed or 
omitted in order to protect client confidentiality.
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Clinical Placements 
Year 1: Community Mental Health Team
In my first year of training I undertook a placement in a NHS Community Mental Health 
Team setting outside of London. The multidisciplinary team comprised of consultant 
psychiatrists, psychologists, social workers and community psychiatric nurses. The 
psychological services were offered by two Clinical Psychologists and their trainees. The 
majority of clients were self-referred or referred by their general practitioners, or 
psychiatrists, and assessed for their suitability within 3-6 months and placed on a waiting 
list. The service offered a range of therapeutic approaches including cognitive 
behavioural, humanistic and psychodynamic. Both individual and group therapy, short­
term and long-term therapy was offered. The client group was predominantly White from 
a range of social classes. Most clients had co-morbid problems such as depression and 
relational problems; some also had obsessions or compulsions, others had issues with 
alcoholism or their personality, while others were suffering post-traumatic stress. Clients 
were seen in various settings such as the community centre, the civic centre or in a 
hospital.
My responsibilities included offering long-term (1-2 years) or short-term (6-12 sessions) 
psychological counselling to individual clients assigned to me after the initial assessment 
by one of the professional Counselling Psychologists, conducting secondary assessments, 
making referrals, writing assessment and discharge reports and liaising with other 
professionals. Supervision was informed primarily by a cognitive-behavioural and client 
centered approach. The placement offered an opportunity to attend meetings but these 
were at a time that could not be negotiated as attendance was required at the University 
on those days. However, I was able to liaise with professionals and hear about the 
meetings. This placement provided me with an excellent introduction to the experience of 
client work and a broad range of presenting, and sometimes complex issues, under 
supervision.
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Year 2: Primary Care Setting
I undertook a second, one year placement after completing my first year in the CMHT. 
This was in an NHS Primary Care setting, which was part of a larger Primary Care Trust 
based in London. The practice was staffed by two General Practitioners, a locum, a 
practice manager, two part-time practices nurses, three district nurses, a health visitor, a 
senior psychotherapist and three part-time receptionists. The service received referrals 
from the General Practitioners within the practice and clients were assessed for their 
suitability within a few weeks. The service offered primarily short-term (6-12 sessions) 
psychodynamic psychotherapy but was informed by cognitive behavioural approaches to 
address specific symptoms of anxiety and panic. Clients presented with a range of issues 
including anxiety, phobias, insomnia, depression, stress and difficulties in personal 
relationships.
My responsibilities included offering psychological counselling to individuals who were 
assigned to me after the initial intake session by the senior psychotherapist or were 
assessed by me on intake. An emphasis was placed on empathie contact with the client 
and developing awareness of my ‘felt experience’ in the room to use in guiding my work. 
The placement provided me with an excellent experience of client work under the 
supervision of a very containing supervisor.
Additional responsibilities included regular attendance at weekly meetings with a team of 
Counselling Psychologists, Clinical Psychologists and Psychotherapists. The meetings 
were planned for group supervision, to discuss any issues particular to the Trust and to 
hear talks from various speakers, e.g. on suicide, self-harm. I also attended Conferences 
run by the Trust aimed at integrating the work of Psychologists with General 
Practitioners. The placement gave me an opportunity to hear professionals’ accounts of 
working in primary care and be part of team discussions.
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Year 3 & 4: Adult Psychotherapy Department
In my third & forth year of training I undertook a second year placement in a secondary 
care Adult Psychotherapy Department outside of London. I attended two days a week 
during the first year and one day a week during the second year. Because of a merger 
between two Trusts, the psychotherapy service was located at two sites in hospital 
settings and clients could be seen at either site depending on their location. Psychological 
services were offered by two psychiatrists, four psychotherapists, two group 
psychotherapists, one couples’ therapist and two trainee Counselling Psychologists. The 
department adopted a traditional psychoanalytic psychotherapeutic approach, utilising a 
blend of perspectives. The service offered long-term individual and group therapy (up to 
two years) and up to a maximum of twelve sessions for couples’ therapy. Art therapy was 
also available. Clients were referred by their General Practitioners or other mental health 
practitioners for an assessment (and this occurred within a few months) and 
psychotherapy (if appropriate) within twelve months of assessment. They presented with 
a range of issues including anxiety, depression, phobia, relationship difficulties, trauma 
and anger.
My responsibilities included providing individual therapy and weekly group therapy. My 
individual client work was supervised by two psychotherapists. This involved analysis of 
verbatim reports of each session (50 minutes). The emphasis was very much on 
developing my capacity to recognise and interpret unconscious communication between 
the client and myself and be able to use this in the process of working through the client’s 
difficulties. My group work was supervised by a group psychotherapist with whom I co­
facilitated a group. Each session lasted 90 minutes. The emphasis was on understanding 
group dynamics and making interpretations to the group.
Additional responsibilities included regular attendance at weekly seminar presentations 
and meetings where the team, as referred to above, met to a) explore a client, a couple or 
a group within the group and b) contribute ideas and reflections on specific analytic
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themes. I also presented two client studies to the group. Additionally, I attended 
presentations on family therapy and discussions about the benefits of CORE.
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Year 5: Primary Care Setting
My fifth and final placement was in primary care, in an NHS medical setting with a large 
complement of clinical staff. Here the client population was very diverse in age, ethnic, 
financial and educational backgrounds. The psychological service comprised of two 
Counselling Psychologists and a trainee. The work was predominantly short-term (6-12 
sessions). The service offered was predominantly cognitive behavioural therapy or 
schema therapy, although alternative theoretical approaches were drawn on where 
appropriate. Initially, clients waited up to 6 months for assessment and then were placed 
on a waiting list. However, with discussion, new ways were found to reduce the list and 
clients were seen within a month.
My responsibilities involved conducting assessments, making referrals and providing 
individual psychological therapy. I used a number of psychometric tests, both before and 
after therapy, with each client in order to evaluate treatment. My work was supervised by 
one of the Counselling Psychologists on a weekly basis. The emphasis was on 
collaboratively conceptualising client difficulties and keeping the sessions structured 
while maintaining an empathie stance. I liaised with other professionals in the setting and 
attended meetings with the medical staff to discuss our service and ways in which to 
reduce and then keep the waiting list down. Negotiations also took place with regards to 
setting up a CBT group.
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Final clinical paper: “Becoming” a counselling psychologist: 
the challenge and the journey 
Introduction
This paper sets out to trace my journey to date in my ongoing development as a 
Counselling Psychologist. I view what follows as an attempt to communicate my ‘current 
position’ regarding the integration of theory and research into my personal clinical 
practice rather than a conclusive or definitive stance on it. In doing so I will draw 
together a variety of material to explain how I engaged with this process in my role as a 
therapist, a supervisee, a client and a researcher and how my views have changed or 
developed over time. I will do this by drawing on both personal and professional 
experiences and by reflecting on the challenges, difficulties and possible successes that 
have played a part in influencing my professional identity. For the sake of clarity, I have 
tried to adopt a chronological structure to describe how my exposure to, and experience 
of, practising from within different models has influenced and shaped my development; 
however, with the experiences being interrelated this has not always been possible. I shall 
begin with how I arrived at the course to give the reader a better sense of me as a person, 
a therapist and a trainee and then reflect on my learning from each of the positions.
In order to protect client confidentiality details of individual clients have been changed 
and pseudonyms have been employed throughout.
Where the journey began
For me I could say that perhaps my journey started shortly before my undergraduate 
course in psychology eight years ago. This was a time when I was having to face my 
sister’s mental health issues associated with, what I now would describe as, the 
somatisation of her difficulties, as I am able to with the experience I have now i.e. 
reflecting back on the knowledge that I have gained in training. Also, I had recently 
separated from my husband with my two then young boys, and perhaps was trying to find 
a professional identity that would not only make me feel whole but one that would 
incorporate my sense of the ‘helping’ qualities of being human. The journey, as I
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experienced it, was one of having a relationship with myself, getting to know me, my 
strengths, weaknesses, conflicts and limitations through “the integration of psychological 
research and supervised practice” (Woolfe, 1996). With this application I could then 
begin to ‘be with the other’ in a genuine, warm, empathie and holding capacity to 
facilitate a process of learning and change affirming my personal philosophy through 
Counselling Psychology’s humanistic value base and emphasis on the interpersonal 
nature of being (Woolfe, 1996).
My relationship with Counselling Psychology
Essentially Counselling Psychology places the therapeutic relationship at the heart of the 
therapeutic endeavour and places the uniqueness and diversity of individual clients at the 
centre of practice (British Psychological Society, 1998; Woolfe, 1996). 1 agree with 
Norcross and Goldfried (1992) that the properties of the client, therapist and their 
particular relationship determine, more than any other factor, the effectiveness of the 
therapy. This emphasis on the therapeutic relationship and respect for the client’s 
phenomenology is basically what distinguishes the practice of Counselling Psychology 
from existing models of therapy that promote medical models of illness. This implies a 
movement away from traditional psychological therapies, from the idea of wanting to 
cure ‘patients’ with sickness and pathology, to focusing on facilitating well-being, 
personal growth and development. This is a point clearly made in Rogers’ theory (1961) 
in which every individual strives to become his organismic self, and in Maslow’s (1954) 
idea of self-actualisation. In this regard, 1 do see the striving or process towards 
understanding the self, in the Jungian sense, as forever imminent.
Coming from a culture that is considered different to the host culture and having had the 
opportunity to mix with an array of different people with many different life experiences, 
1 have perhaps been particularly sensitive to social and cultural issues, ethics and the 
context in which therapy is taking place. My formal interest therefore in Counselling 
Psychology was sparked by hearing about the experiences of personal therapy, 
particularly from Asians. The increasing need to ground our practice in context prompted 
me, as part of my first year study, to review the literature relating to the compatibility of
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Western models of therapy with Asians. I was also encouraged to reflect on the possible 
difficulties associated with sexual attraction within the therapeutic encounter, the latter 
being something I came across in my role as a practitioner as well as from observations 
of my own cultural experiences and processes related to curbing of sexual 
desire/attraction. My interest, therefore, was in particular Asian groups that held shared 
similar attitudes, beliefs and values with my own cultural background. The literature was 
scarce but dominated by Indian culture and there were suggestions of similarities in 
attitudes, beliefs and values between different regions of India including Muslim and 
Bangladeshi communities (with the exception of religion). As I worked on this project I 
was able to learn more about my conflicts, cultural beliefs and values, the ways in which 
these do and do not fit with Western theory and the way I managed these. The journey 
has not always been easy and involved a process of assimilating new experiences, 
accommodating them and moving forward to a place that felt comfortable for me. I see 
this process as integral to my development and agree with D’Ardenne and Mahtani 
(1989) that counselling psychologists should be aware of their own cultural views and 
biases. I see this as necessary, particularly in view of not only working with and 
respecting cultural diversity but also the notion that therapists can only take a client as far 
as they have gone themselves (Rowan & Jacobs, 2002). In personal therapy my aim was 
to remove the obstacles I bring into the encounters in order to free up the therapeutic 
process.
As my understanding and awareness developed, I learnt that the most important thing that 
I have to offer my clients is my genuine interest in their phenomenological experiences. 
This might be combined with my presence to provide a safe environment as they explore 
their internal worlds and a relationship with me based on mutual trust as they learn to 
bridge the gap between their internal and external worlds. In other words, I aim to offer a 
therapeutic relationship that attempts to support personal growth and wellbeing through 
being ‘good enough’ (in Winnicott’s words) with empathy, congruence and unconditional 
positive regard at its heart (Rogers, 1961; Woolfe, 1996) and one that acknowledges that 
one cannot fully step outside oneself and therefore one’s perspective (Orange, 1992; 
Stolorow & Atwood, 1992). With this respect for the client’s phenomenological world,
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and the promotion of self-reflection and self-awareness on the part of the therapist, the 
ethos of Counselling Psychology therefore sits comfortably with me in terms of its 
reflexive nature and the links it offers between theory, research and practice, which is 
what I feel sets it apart from other disciplines (Woolfe, 1996) and what drove me to 
embrace the profession in the first place.
Counselling Psychology -  research in practice
Counselling Psychology, in endorsing the scientist-practitioner model, respects the 
complementary contributions of both qualitative and quantitative research (Woolfe, 
1996) and has been defined as “the application of psychological knowledge to the 
practice of counselling” (Woolfe, 1996, p.4). According to Meara et al. (1988), the 
scientist-practitioner model is an integrated approach to knowledge that recognises the 
interdependence of theory, research and practice. My understanding of this is that one 
needs to use the knowledge derived from each of these three aspects and aim to tailor the 
therapy according to the client’s needs. In this context. The British Psychological 
Society’s guidelines for professional practice of Counselling Psychology state that “the 
aim of the profession is to develop models of research and practice which marry the 
scientific demand for rigorous empirical inquiry with a firm value base grounded in the 
primacy of the counselling/psychotherapeutic relationship” (BPS, 1998, p.3). As such, I 
agree with Barkham (1990) and Woolfe (1996) that the Counselling Psychologist’s role 
is to engage in an ongoing process of research to evaluate their practice. As well as 
conducting my own research, I am constantly drawing upon theory and research in order 
to inform my own practice and see this as integral to my professional development and 
identity.
With an appreciation of new and insightful methods of research such as interpretative 
phenomenological analysis (Smith, Flowers & Osborne, 1977; Smith, 1996; Smith, 
Jarman & Osborn, 1999; Smith, 2004) and individualised case studies, I see the 
difficulties associated with the traditional sense of objectivity and truth originating from a 
positivist/empiricist epistemology. The more mechanistic views do not lend themselves 
well to exploration of the therapeutic encounter. Accordingly, in view of this, I employed
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IP A in my second year research project entitled ‘South-Asian clients’ accounts of their 
experiences of psychoanalytic/psychodynamic psychotherapy and the circumstances 
related to its premature ending: an interpretative phenomenological analysis’. This 
allowed me to look in depth at how participants made sense of their experience rather 
than produce an objective statement about them. The story told acknowledged that this 
was my understanding of their experience informed by psychodynamic and humanistic 
perspectives. In this way, my position as a researcher was similar to that of an empathie 
therapist where my aim was to explore the participant’s world view and adopt, as far as 
possible, an ‘insider’s perspective’ (Conrad, 1987). This method is particularly suited to 
the ethos of Counselling Psychology with it being respectful of diversity and having an 
interest in uncovering, as far as humanly possible, subjective truths by recognising the 
dynamic interaction between the participants’ phenomenological accounts and the 
researcher’s interpretation.
By combining this with a quantitative method of investigation, I believe that the 
individual’s experience remains, to some extent, pluralistic, particularly as the approach 
to my second study is based on clients’ actual experiences as well as being underpinned 
by theory and research identified in my literature review and other relevant research. By 
drawing on the themes identified and then testing out my hypotheses on a larger scale, as 
well as comparing the process and outcome of the study with another study (Farsimandan 
& Draghi-Lorenz 2002), I feel the study’s credibility is enhanced.
The nature of my research and its outcome forced me to confront simultaneously my own 
feelings about my identity and my ongoing experience of therapy. I feel that my own 
research ideas have thus evolved alongside my personal development and training as a 
Counselling Psychologist. This placed me in a position in which I was able to reflect 
upon how I view my personal and professional identity and how I might integrate the 
two. I have not only enjoyed engaging in the process and learning from the experience of 
others, but have come to see how my learning from theory and practice has informed my 
research and hope that my findings might go some way towards informing my practice.
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Being in the client’s chair — its contribution
My expectations of therapy were mixed and certainly influenced by the accounts of 
others and my own prejudices and ideas about therapy. Influenced as such, I had concrete 
ideas about the type of therapy I would go for and the type of therapist by whom I would 
not want to be seen. My thoughts about this have since changed with more knowledge, 
understanding and experience. I thus found myself in a therapeutic relationship with a 
Caucasian psychoanalytic/psychodynamic therapist and have come to find expectations 
in and of themselves both helpful and unhelpful (see Baekeland & Lundwall, 1975).
Engaging with therapy as part of the course requirement became more about ‘doing’ what 
was expected rather than being in the relationship. While I was drawn to the 
psychoanalytic approach not only because of the symbolism that the theories offer but 
believing it to be more of a challenge, at the time, than a person-centred approach, I also 
found it rather uncomfortable and distant. I was able to reflect upon why this might be, 
but it also gave me valuable insight not only into how futile it might be trying to work 
with someone who has been ‘sent’ to therapy but how easy it would be for someone to 
‘drop out’ of therapy where they felt that their needs were not being met or that they were 
being misunderstood.
For me part of the process was therefore about educating my therapist and trying to 
engage with the process in perhaps what might be described as a more collaborative 
relationship. As I learnt more about myself, I also learnt, by being in the client’s chair, 
about the power differentiation in the therapeutic relationship and how difficult it is to be 
honest about your innermost thoughts and feelings regarding the therapeutic relationship. 
I found it difficult to talk to my therapist about my ‘real’ frustrations and my ‘real’ 
thoughts about my cultural beliefs and did not fully address the dynamics of our 
relationship, which further sparked my ideas about my research and what it means to be 
empathically ‘met’. My experience in the ‘client’s chair’ contributed to an experiential 
understanding of the therapeutic relationship and helped me appreciate both the courage 
and the vulnerability of clients. Furthermore, with my therapist’s interest in me and
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respect for me and my autonomy, and a ‘felt sense’ of attunement, I was able to discover 
what it is that I feel makes a ‘good enough’ therapist.
The other aspect of modelling for me came from my experience in the third year of co- 
facilitating a group modelled on a psychodynamic approach, to which I will return to in 
more detail when speaking about my practice in year three. For the purpose of this 
section, I will reflect on a particular aspect of learning. Although I would not quite 
describe this as being in the client’s chair, it was perhaps closer to it in some form. In this 
position, I was able to observe my supervisor as the therapist in the room and his 
communications with the group, and both the group’s and my own responses to this. 
What I observed was a process of change and adaptation of my supervisor’s approach to 
suit the group as it developed. On reflection, I would describe this change in his 
interaction with the group as a move from a covert to an overt ‘use of the self. In other 
words, the self of the therapist emerged from the so-called ‘empty container’ to 
participate both as ‘subject’ and ‘self object’ in the therapeutic relationship with the 
group, unsurprisingly considering he was becoming duly influenced by the ideas of Heinz 
Kohut. I view this as more of a relational and attachment-motivated/intersubjective 
stance. The therapeutic relationship is viewed as one in which the subjectivities of client 
and therapist, as well as the intersubjective nature of the group’s encounter, is 
acknowledged (Stem, 2004; Trevarthen, 1977). My supervisor mirrored for me the 
importance of ‘being with’ the group and sharing the analytic space through both non­
verbal and verbal levels of communication. Developmental research with mothers and 
infants has demonstrated this early form of intersubjectivity even in very young infants, 
and supports the idea that, from birth, we attune to and participate in each other’s mental 
experience (Stem, 2004).
In practice, I was able to draw on these experiences, and part of the process was therefore 
about developing an explicit awareness of the different aspects of the therapeutic 
relationship, which enabled me to reflect upon my work in an informed way. This was 
perhaps the most valuable part of my leaming. Taken as a whole, these and other 
experiences possibly made me more focused on the interpersonal and intersubjective
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nature of the therapeutic relationship, viewing the process as co-created and bi­
directional as well as unique to each dyad or each group. Indeed an expanding body of 
empirical evidence suggests that it is the quality of the therapeutic relationship that is the 
most important factor in predicting the effectiveness of psychotherapy (Luborsky, Crits- 
Cristoph, Alexander, Margolis & Cohen, 1983; O’Malley, Suh, & Strupp, 1983; 
Orlinsky, Grawe & Parkes, 1994). However, having worked with different models over 
the course of my training, I have come to the view that the ‘relationship’ has many 
different facets which are important in and of themselves.
Personal integration
The integration of theory, research and practice and the course’s focus on three core 
models of therapy, namely person centred, psychodynamic and cognitive behavioural, 
has allowed for a richness in my training that I value. It has given me the space to play 
with different ideas and thoughts which also reflect the process that underlies my 
research. In some way I feel that the effect of the ‘sandwich’ of a cognitive behavioural 
placement (at the beginning and end of my training) with a psychodynamic filling has 
been to push me throughout my training to return to the importance of the relationship 
that humanistic approaches advocate and the symbolism that psychodynamic theories 
offer. Reflecting on my experiences, my values and beliefs, I see myself as being most 
comfortable with the psychodynamic and humanistic approaches but am drawn to and in 
the process of ‘working towards’ a more integrative style influenced by relational and 
intersubjective perspectives that have evolved within and beyond psychodynamic theory. 
At the same time I am well acquainted with the language and assumptions of other 
approaches such as cognitive behavioural therapy and schema focused therapy that 
inform my practice.
I believe that potentially a more integrative perspective offers the client a process that is 
broadly based and flexible. Some theorists have argued against this and proposed that an 
‘in-depth’ knowledge based on one theoretical model would provide practitioners with a 
solid sense of identity (Spurling, 2002). In “becoming” (to use Bion’s (1975) term) a 
Counselling Psychologist I would agree with Clarkson (1996) that no psychological
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theory can claim to have all the answers about human existence and that a more holistic 
picture of human nature can only be constructed by using different theories in a 
complementary manner. In this respect, I see myself as developing useful skills and 
competencies from a wide repertoire of therapeutic frameworks with the ‘aim’ of 
bringing them together as a whole, rather than selecting certain techniques and 
procedures which would more accurately be described as eclecticism (Neimeyer, 1993). 
In this way I may be able to address each client’s problem as well as work with each 
client more effectively, including the culturally diverse client (Ponterotto, 1997). I see 
my development as progressive; that is, with time and personal experience I may well 
change my perspective in the light of further knowledge and training, particularly as a 
result of my interest in cognitive-analytic therapy and narrative therapy.
Training experiences and learning from practice
Often much can be learnt through mistakes or things that have not gone so well, but I 
have also come to appreciate how much can be learnt by things that have gone well. At 
this point I would like to devote a little time to discussing my first year. With a placement 
offering broadly cognitive behavioural therapy, in a Community Mental Health Team 
setting, the course’s core focus on Humanistic orientation (most notably the work of Carl 
Rogers) and personal therapy of psychoanalytic/psychodynamic orientation, all in the 
same year, I was immediately thrown into complexities of integration and the potential 
conflict between a more theoretically led ‘doing to’ and a more non-directive ‘being 
with’ the client. Alongside this I tried to be mindful of ‘projective’ processes of both 
client and therapist. Leaming the application of techniques such as behavioural 
modification or cognitive restructuring strategies, I sometimes felt that I did not manage 
to ‘fully’ embody the core relational conditions of empathy, congmence and 
unconditional positive regard (Rogers, 1961) in a way that would allow the client to feel 
contained. In addition, I came to recognise that there was a level of anxiety in me that 
needed to be worked with and that interfered with my capacity to be empathie.
Being thrown in at the deep end, so to speak, with no experience of ‘actual’ client work, 
with three types of approaches running side by side, one can either begin to swim or just
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about learn to tread water. I think I managed to do the latter. To learn to swim I needed to 
devote time to finding out more about my self, examining my feelings in relation to the 
client, teasing apart what is mine and what might be the client’s. I also needed to work on 
my ‘confidence’ to reduce my anxiety, which had been shaken by my first experience of 
the ‘viva’. This would allow me to be less prescriptive in my role as a therapist and move 
further towards ‘being with’ the client.
Looking at my experiences and examining my feelings encouraged me to be less self- 
reliant and more open about my difficulties. The new feeling of containment in my 
personal therapy which came from my therapist meeting me half way allowed for an 
openness in both my professional and personal relationships which enabled me to work 
with my fear of not being ‘good enough’. One client, whom I will refer to here as Ms A, 
comes to mind at this point. I feel that my work with Ms A represents a good example of 
my leaming from something that had gone well. I worked with her for 8 months in my 
first placement by first adopting a cognitive behavioural approach. The client group for 
the CMHT had primarily enduring mental health difficulties for which both short-term 
and long-term therapy was offered.
Ms A was in her thirties and presented with depression and agoraphobia and wanted to 
focus on ‘curing’ the latter, which she believed {avoids repetition o f  felt/feel] would make 
her feel less depressed. From her history it became apparent that she had an abusive 
upbringing in which she was sexually and physically abused. The establishment of trust 
(Beck, Rush & Shaw, 1979) as with any client work, was therefore of vital importance. 
With this client I experienced a strong resistance (see Newman, 2002 for a definition) to 
working with the model or me. I tried various methods to engage my client and 
understand the nature of her difficulty, and interpreted her resistance not as something 
that must be overcome but as something that must be understood and worked with and 
not against (Leahy, 2003). This led me to eventually move to a more person-centred 
frame of working which she welcomed. This crystallised for both of us, over a long 
period of time, the realisation that contemplating ‘hope’ rather than change should be the 
focus of therapy at this stage.
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This change from a more directive stance to a less directive and more reflective stance 
marked a turning point in our work together. In the last few sessions of therapy, she 
spoke about this gradual change in approach, what it meant for her and the most 
important things she took away from ‘our’ relationship, namely “trust” and a sense of 
feeling “safe”. She often spoke in metaphors and change for her manifested itself in being 
able to see her tail and a key in the keyhole. She left therapy with a feeling of “hope” and 
a wish to live for ‘herself. It also came to light that her agoraphobic symptoms had also 
reduced. I was moved by ‘our’ work together and felt that the move from ‘doing to’ to 
‘being with’ the client in a more collaborative manner was received well and therapeutic. 
For me she also gave a sense of hope that I could begin to have confidence in my skills 
and that I am ‘good enough’. I feel that through ‘our’ work we also go through a process 
of personal change and growth and that this is where the personal and professional meet.
I have since developed my ideas about CBT both in theory and practice, particularly 
influenced by interpersonal perspectives to the cognitive model, represented in particular 
by Safran (1998). I found ways to work that ‘intuitively’ felt right for me and were 
tailored to the clients’ needs. I consider my way of working as congruent with my beliefs 
and values and with the philosophy of Counselling Psychology, in which reality is shaped 
by the individual perspective and thus understood to be relative, where no single way of 
experiencing or knowing is accorded primacy (Professional Practice Guidelines, Division 
of Counselling Psychology, April 2001). In this sense I see my work with my clients as 
evolving from ‘being with’ the person and a sense of ‘not knowing’ rather than a fixed 
idea about ‘doing to’. As such, reflecting on my work with Ms A as a more experienced 
Counselling Psychologist in training, I consider my moving from working from a 
cognitive behavioural perspective with Ms A to a more person-centred frame as 
appropriate. This shift can be seen as being attuned to her needs and thereby as validating 
of her experience.
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Psychodynamic learning: the filling
Having taken apart the top and bottom layer of the ‘sandwich’, in a sense, the beginning 
of my training and where I am today in my training, the remainder of the section will 
look at what might be described as the filling. In the three academic years between, I 
have predominately worked from a psychodynamic perspective. The first year of this 
work was in a primary care setting within an NHS Trust in a GP practice.
Second year
I would describe my experience in the primary care setting as perhaps nurturing and 
preparing me for what might be described as the more ‘rigid’ approach to psychodynamic 
work in the third and fourth years. It came at a time when I was also going through 
personal difficulties and had a piece of coursework remaining from the previous year. 
Fortunately, my going part-time at this stage allowed space for reflection and a ‘working 
through’ with support and encouragement from course team members and supervisors.
My client work within the primary care setting was conceptualised from a perspective 
that fitted with my own world view of the importance of relational aspects of being. This 
corresponded with the ideas of Winnicott (1958; 1965) and the development of a 
true/false self position as well as those of Alexander and French (1946) regarding the 
facilitation in therapy of a ‘corrective emotional experience’. However, the short-term 
nature of the work (6 sessions) was a challenge for me coming from working quite 
flexibly in my previous placement. 1 had to learn to be far more goal orientated than 
previously. Mander (2000) and Coren (2001) as 1 read them, were helpful guides for 
working with brief therapy and brought home the importance of the ‘frame’ and its 
impact on the client. During this time, 1 also came to recognise the existence of ‘parallel 
processes’ and the nature of the transference/countransferential relationship and thereby 
the value of a ‘re-enactment’ of the therapist-client relationship in supervision or a 
context of a similar nature, e.g. the viva. The placement, through meetings and 
conferences with professionals from various disciplines, provided an arena to think 
further about the work of other professionals and the roles they adopt.
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Third and fourth years
The second and third placements were an Adult Psychotherapy department of an NHS 
hospital. It was headed by a Consultant Psychiatrist /Psychotherapist who adopted a 
Kleinian approach in her work, four Psychotherapists specialising in individual work, a 
Couples’ Therapist and a two Group Analysts. During the first year of this I had the 
opportunity of facilitating a group with a supervisor who trained as an art therapist and 
who also worked extensively with psychodynamic/psychoanalytic groups informed by 
Kleinian and Winnicotian ideas developed for individual therapy. However, his personal 
interest in Heinz Kohut also informed his practice particularly towards the end of the 
groups’ life.
Encouraged by my previous placement and by now my personal therapy, I experienced 
my transition to the Adult Psychotherapy department as both exciting and challenging 
and I found myself continuing with this placement for a second year. In part this came 
from my affinity with the model and the opportunity to continue working with an Asian 
supervisor. In all I was able to offer eight clients, with a range of difficulties, weekly 
therapy and eight clients group therapy throughout the year. In this placement, I gained 
good experiential learning about object relations theory as well as the reparative 
relationship (Clarkson, 1995). I valued the whole experience highly as I came to see the 
extraordinary power of ‘transference, counter-transference and projective identification’ 
in a manner that had not been so apparent to me in shorter term work. Also, it gave me a 
richer account of psychodynamic work through participation in clinical meetings and by 
being exposed to different ways of working from the same model through having a 
number of supervisors. Moreover, aware of my dislikes and likes in relation to certain 
aspects of Asian culture, I felt that this was an opportunity to work with these with an 
Asian supervisor simply by being open about them as and when they came up in relation 
to my client work and not shying away from them. This experience, together with 
personal therapy, helped clarify some of my conflicts associated with my culture and the 
host culture, which allowed me to begin to work with them at a deeper level.
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As I consider my experience in year 3, I found working with ‘suicidal’ clients very 
challenging. I had what I would call a fair share of this experience during my first year 
placement and then in my third year placement. I recall clinical workshops from my 
previous primary care placement related to suicide risk and the manner in which this was 
framed and ‘read’ by professionals from different disciplines or contexts, e.g. CMHT and 
primary care. The workshops considered the question of when to take a client seriously 
and what the client might be communicating in acts of attempted suicide (Cambell & 
Hale, 1992). I have found the process of separation/individuation as particularly relevant 
in client cases of attempted suicide. At times, therapists’ failures are inevitable but within 
a ‘good enough’ therapeutic relationship natural minor interruptions in the course of 
therapy can be a healthy developmental goal as was the case with one particular client.
Mr A, who was 25, came to therapy suffering from frequent outbursts of anger and 
presented with angry feelings towards his mother who, he said, put him up for adoption 
and had felt cheated by her for keeping his father’s identity a secret from him. It seemed 
that he was denied a safe and secure upbringing and the secrecy surrounding his father 
possibly provoked feelings of anger and left him unsure of his identity. In the early stages 
of our relationship my primary focus was thus to develop a secure and holding 
environment to contain his emotional life (Winnicott, 1965) and work towards a 
‘corrective emotional experience’.
Mr A portrayed his environment as chaotic and now described himself as needing to 
control his anger. This sense of needing control manifested itself in our early work 
together where he would talk rapidly with little space between for thought. In this 
communication I felt that he was unconsciously needing me to understand his need for 
containment. During the course of our sessions he was prevented from attempting suicide 
on one occasion and attempted it on another. These usually happened during breaks from 
therapy. While he presented as holding back after each break he was able to think about 
his feelings of being let down both by his wife who had ended their relationship and me 
for leaving him over the breaks. While this certainly left him feeling uncontained, as was 
evident in his verbal and non-verbal communication, I felt I had to ‘survive’ his very
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primitive cries for help and attacks on me as the abandoning object so that he realised 
that I could tolerate and contain him within these moments. I valued the importance given 
to the relationship between the client and therapist and the need for empathy as 
emphasised by Kohut (1977). I felt that through this he was often able to provide me with 
information which gave ‘us’ a deeper understanding of him. This I felt strengthened the 
relationship in which Mr A formed an attachment and a dependency on me. This is a 
healthy part of the process and helped work towards a reparative relationship but I was 
aware of a heightened sense of ‘dependency’ which needed to be worked with. Working 
with these feelings and his anger we were able to do further reparative work with the 
ending very much in mind in his communications. As we prepared for this we also did 
some work on his becoming more ‘tolerant’ and were able to work toward a ‘good’ 
ending and hopefully one that was therapeutic. During these sessions there was also a 
shift in that he was able to make further use of the transferential relationship. He had also 
worked more on his relationship with his mother. The silences in our sessions also 
became more bearable for him and I experienced him as using this time for thought and 
reflection; his fixed patterns of relating seemed to be gradually changing.
However, there are exceptions to this; the client needs to be ‘stable’ to work at a deeper 
level and to bear minor ‘frustrations’ as I had experienced with one particular client (see 
portfolio). In this case the power of ‘splitting’ within the system and its ‘collusion’ with 
the client and ultimately the impact of this on the client was evident. I have felt that 
perhaps a more united system through education by working ‘toward containing 
projected aspects of clients rather than acting them out’ (Gabbard, 1989, p.449) would 
work toward minimising such incidents of suicide. However, it brought to the fore ethics 
about working with clients who attempt suicide and how to best work with them within 
the system.
Close monitoring of my work through verbatim reports also brought to the fore felt 
experiences of the session between my client and me. Sometimes, I have felt that my 
feelings of ‘letting’ clients down have been related to my own insecurities and working
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with this in supervision allowed me to separate issues and work more effectively with 
clients.
Co-facilitating a group
The transformation from individual work to group work was both unusual, encouraging 
and an invaluable experience. My entrance into the group, which came in the second year 
of the group’s life, was experienced by the members as threatening the family unity. The 
initial work therefore involved working with loss, a new family member, and their anger 
and frustration at ‘us’ the therapists. We assisted the group by interpreting the meaning of 
the clients’ experience, which was achieved by reflecting on the content and process of 
the group (Haug & McCaffrey, 1998). In these earlier stages I often felt challenged by 
specific individuals who worked on ‘silencing me’ and making me feel inferior or then 
attacking my supervisor. These issues were addressed in supervision and what it meant 
for me, for example, to be ‘silenced’ or made to feel inferior, or for someone that I know 
to be attacked. I felt, however, that I was aware of my own insecurities and was able to 
separate what was happening in the room and their projections from my own issues, 
which therefore allowed for some creative work to be done with these projections. That is 
not to say that I was not sensitive to these aspects of the groups’ attacks on me or my 
supervisor.
Thus through working with curative factors, such as interpersonal learning (Yalom, 1995) 
and the transference, I experienced the group moving towards a more ‘corrective 
emotional experience’. With this also came an acknowledgement that I existed as part of 
the group. There was also a sense that the group felt contained and safe again to work 
with their vulnerabilities, identify their conflicts, maladaptive behaviours and ways of 
relating, by making links between past and present. As the group developed they became 
more independent in their thinking, making comments and interpretations; this change 
was reflected in the ‘us’ as therapists becoming more redundant and allowing us more 
time to concentrate on our internal processes. I felt much like a mother, in the 
transference, allowing the children to play and do their own thing but being close if they
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needed help, but also saddened, at times, that they didn’t need me or ‘us’ anymore as they 
had become quite independent.
Interpretations were predominantly group orientated with the focus on the ‘here and now’ 
with which I initially struggled. I experienced the group as growing and working toward 
realistic goals. It was interesting to observe the change in dynamics not only when certain 
members of the group were absent but also when I had to run the group on my own. It 
was quite scary at first to be left with a group potentially quite unstable but a healthy part 
of learning for both the group and myself. There seemed to be more play and initially a 
prompting for me to befriend them. Their interaction was considered in the context of 
their experiences and what it meant for them to have me to themselves.
While this group was a ‘success’ there was another group on the placement that was not 
successful and made me aware of the importance of careful selection of group members 
and therapists. The timing of the group was to be considered too. In this respect, there 
should be enough time for the group to develop a sense of cohesiveness before a due 
break. Equally important is the type of approach that would suit the group. What I felt 
really worked well with ‘our’ group, was how my supervisor adapted his stance to suit 
the needs of the clients. However, I feel that one needs to be careful how this is done as it 
can leave the members feeling uncontained. In this instance I feel that it worked through 
‘our’ being empathie and attuned to their needs; the style allowed members to see ‘us’ in 
a more human light and to some extent bridge the gap between the ‘frame’ and outside 
the frame as they moved towards an ending.
Fifth year
Returning to a cognitive behavioural model felt ‘unnatural’ to me, particularly after 
working for a few years in a more open style. The approach of my supervisor, trained as a 
Counselling Psychologist, was very structured and it took time for me to familiarise 
myself with CBT again and work in a style that fitted with my values and beliefs. She 
opened to my working more relationally within limitations, i.e. that the tools of CBT 
were adopted within the relationship. The placement itself was very warm and
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welcoming; with this experience soon came a felt sense of competence which was also 
evident in my work with my clients. I found myself doing assessments with guidance 
from my supervisor who allowed me to develop in a manner that freed my thinking and 
allowed me to be more creative in both these and my relationships with my clients. 
Though I work to a structure I have found ways to manage this in a way that is 
collaboratively comfortable for both my client and me and where the client’s autonomy is 
valued and respected. It is through this shared process, allowing the clients in 
collaboration to make their decisions for themselves, that the ‘doing to’ has become a 
‘being with’. In part I feel this also comes from my supervisor’s validating of my 
experience, and learning from books, which has allowed me to work with my 
vulnerabilities more openly in a safe and containing environment (Clarkson, 1996).
This I felt was particularly the case with Ms B who presented with multiple problems, 
which included depression and excessive worry about cleaning following the death of her 
mother and step-father four years prior to the time of assessment. She experienced her 
father, brother and her husband as overly critical and idealised her mother. While we had 
a good working relationship, I was mindful of how the focus on working with ‘tools’ 
might make her feel criticised. The ‘real’ work, as ‘we’ came to acknowledge, was on 
validating her experience by being careful that the ‘tools’ of CBT did not get in the way 
of her being accepted and understood. As I worked with this by being more transparent, it 
seemed to free her and allowed her to express her feelings further and link these to her 
obsessive behaviour which she then recognised as an avoidance of more difficult 
feelings. There was a shift in ‘our’ relationship which allowed for some play and 
creativity. This manifested itself in several ways; one of these came with reviewing her 
therapy and negotiating an ending. This creative aspect of our work and validation of her 
experience allowed her to be more playful in her relationship with her children and defer, 
and eventually not worry too much about, cleaning. On reflection there were times in our 
relationship when I had felt that I should have stayed with her feelings a bit longer before 
moving on, as this may have reinforced her belief that she was ‘unlovable’ and needed to 
‘please’ others to get her needs met.
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Concluding comments
In writing this paper I have tried to reflect upon various contributions, and present the 
reader with an insight into how my understanding of theory and research have informed 
my practice, whether this be from a humanistic, psychodynamic, cognitive behavioural 
perspective or a more integrative framework. I have found the challenges both exciting 
and daunting, and experienced the process as thorough and at times exhausting. I feel 
more confident that the foundations have now been set upon which I will continue to 
build. I therefore see this as a continuous process, rather than a final stage, in my 
development towards ‘becoming’ a Counselling Psychologist.
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Research Dossier
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Introduction to Research Dossier
The dossier contains three reports, one from each academic year of the training course. It 
includes my literature review and two empirical projects (qualitative and quantitative). 
Together they comprise my exploration of the practice implications of working with 
south-Asians and reflect the progression of my thinking about the subject. The literature 
review was more of an exploratory process inspired not only by my reservations about 
the compatibility of Western theory with south-Asians (which includes Indians, 
Pakistanis and Bangladeshis) but also my interest in how one may deal with feelings of 
sexual desire in therapy. Indian development was chosen because there seemed to be 
little else in terms of the other ethnic groups referred to above. In the literature there were 
repeated allusions to difficulties encountered by minority clients when working with 
White therapists or a model of therapy that is Western-centric, but little on the impact of 
culture on how sexual feelings or feelings of sexual desire within the therapeutic 
relationship might be experienced (Kakar, 1981, 2001, 2002). The work of several 
authors in the field (e.g. Carstairs, 1956, 1968; Kakar, 1981, 1987, 1989, 2001, 2002; 
Roland, 1989; and Kurtz, 1992) is reviewed. The qualitative report was undertaken with 
the aim of exploring possible difficulties encountered by south-Asians in therapy as 
identified in the literature review. It focused on those clients who had terminated therapy 
prematurely, to obtain an account of the nature of drop-outs. These were discussed in 
light of the findings from the literature review and relevant research, and put into context 
with implications for therapy.
In my final year, my aim for the research was two-fold. I sought to quantitatively 
generalise Farsimadan and Draghi-Lorenz’s (2005 in print) results to a sample where 
there was an ethnic mismatch between ethnic minority clients and ethnic majority 
therapists, and investigate process and outcome of therapy in 107 participants. I also 
sought to quantitatively explore further the difficulties experienced by south-Asian 
clients that resonated with their culture and were identified as the source of several issues 
between themselves and their therapists. These included certain ways of being, such as 
secretive and/or pretentious, and clients’ fears and concerns about being judged and/or
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stereotyped. Participants completed a set of questionnaires related to process and 
outcome (some of which were ready-validated and others that were purposely developed 
for the study) in two stages: before and after therapy. I explored frequency and 
implications for therapy and drew on the theoretical framework proposed by some 
theorists’ ideas central to ‘self-presentation’ (Jones & Pittman, 1982; Schlenker & 
Weigold, 1989) and ‘identification by proxy’ (Thomas, 1999). The results are reported 
with implications for therapy.
Each piece is written and presented in the format of an article suitable for submission to 
an appropriate journal, and notes for contributors are included.
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How may south-Asian clients/patients experience sexual feelings or feelings of sexual 
desire? A critical review of theories about the psychosexual development of Indians
Abstract
The report reviews the literature relating to Indian culture and child rearing practices and 
the impact that this may have on later development and on the way sexual feelings or 
feelings of sexual desire are dealt with, as this may have a bearing on therapy. By 
drawing on the works of several psychoanalytic theorists such as Carstairs, Kakar, 
Roland and Kurtz, who adopt a psychodynamic/psychoanalytic stance, the review 
attempts to offer a richer account of early patterns of development and later functioning 
or ‘ways of being’ and how this may manifest in the therapeutic relationship. A critical 
stance is undertaken and the report attempts to underpin the difficulties associated with 
interpreting the psychological development of Indians from a Western perspective, and 
argues for caution in making interpretations because of the risk of pathologising. It also 
suggests possible difficulties that may be encountered in therapy and how these may 
manifest themselves. Directions for future research are suggested.
Keywords: child rearing practices, development, psychodynamic/psychoanalytic, Indians, 
sexual feelings/feelings of sexual desire, culture, ‘ways of being’.
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Introduction
This paper aims to review the literature relating to the impact of Indian culture on how 
sexual feelings or feelings of sexual desire may be dealt with by clients/patients from this 
culture within the therapeutic relationship. Sexual attraction between client/patient and 
therapist has received growing interest over the last two decades (Pope, Sonne, Holroyd, 
1993; Rodolfa et al., 1994; Pope, 2000). Research shows a very high percentage of both 
female and male therapists/psychologists had been sexually attracted to at least one 
client: 87% of 575 psychotherapists in a survey by Pope and Spiegel (1986) followed by 
88% (94% men and 81.3% women) in another survey by Rodolfa et al. (1994). However, 
there is no data available on clients' experience of sexual attraction to therapists as taboos 
may make this difficult. Indeed, research shows that the tendency to treat such material as 
if it were taboo has made it difficult for therapists themselves to recognise, acknowledge 
or accept the arousal of such feelings for fear of being embarrassed or indecently self- 
revealing (Tower, 1986). At a personal level, I first became interested in this topic as a 
result of the strength of my own increasing awareness of incidents of sexual attraction 
within the therapeutic relationship with clients. Both being of, and having worked with 
people of, south-Asian ethnic origin, I was also struck by what appeared to me as 
unhelpful difficulties arising from mainstream, white. Western understandings of, and 
ways of dealing with, south-Asians and how their culture influences the way their 
experience of sexual feelings affects their behaviour.
A great deal has been written over the years about sexual attraction/desire and its origins, 
and the issue of its impact upon therapy has been addressed by a number of authors and 
theorists (e.g. Altman, 1980; Bataille, 1998; Freud, 1905; Giovazolias & Davis, 1999; 
Giovazolias & Davis, 2001; Green, 1995, 1997; Mann, 1997, 1999; Stein, 1998;). There 
has been an increasing body of work regarding the impact of cultural background on 
psychological understanding (e.g. Carstairs, 1968; Goldman, 1978; Kakar, 2001; Roland, 
1989; Sinha, 1966; & Kurtz, 1992). This is obviously of growing importance for UK 
based practitioners due to the increasingly multi-cultural nature of this nation. Unusually 
little, however, seems yet to have been written relating specifically to the impact of
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culture on how sexual attraction/sexual feelings within the therapeutic relationship may 
be experienced and dealt with. As such, this has potentially very important implications 
for the therapeutic alliance and outcome of therapy (Johnson & Nadirshaw, 2002; Kong, 
1985; Sue & Sue, 1990; Tsui & Schultz, 1985; Tung, 1991; Yi, 1995).
Although the phenomena of erotic desire and love appear to be universal, the literature 
suggests that the meanings ascribed to it have different connotations for different 
cultures. As sexuality is said to pervade the therapeutic relationship, exploring the 
culturally distinct meaning attached to sexual attraction/sexual feelings is thus paramount 
to understanding its impact on therapy. Due to the limitations of space, as well as 
personal interest, this review will focus on the literature relating to the Indian sub­
continent. The use of the terms 'Indian sub-continent', Indian(s) or south-Asian will be 
used interchangeably to refer to persons from India, Pakistan, and Bangladesh (Parekh,
2000). There one finds, in fact, culturally distinct 'ways of being' that may be particularly 
at odds with Western theories (Carstairs, 1968; Murphy, 1953; Spiro, 1993; Taylor, 1948; 
Wainryb & Turiel, 1994), especially those relating to sexual attraction/sexual feelings.
In order to facilitate an understanding of the impact of this culture on the experience of 
these feelings in therapy, this paper will first explore the 'culturally distinct way' of 
experiencing or thinking about sexual attraction/sexual feelings. As part of this review, it 
will also consider child rearing practices in India and their implication for psychotherapy. 
The work of psychoanalytic theorists such as Carstairs, Kakar, Roland and Kurtz on 
psychosexual development of Indians will then be reviewed. Although there are diverse 
theoretical understandings, psychoanalytic thought has dominated the literature on sexual 
attraction/desire since its inception and also has greatly influenced the writings of various 
authors on the psychological development of Indians. In the conclusion, a critical stance 
will be taken in order to facilitate an understanding of Indians’ psychosexual 
development and the 'pathologising' of them.
It is hoped that this review will provide useful information to counselling 
psychologists/psychotherapists and counsellors to help them understand the different
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’ways of being'. Also, insight into this is invaluable as it may provide some understanding 
of the different 'ways of being', experiencing and thinking about sexual feelings that 
might be encountered during the course of therapy.
'Data' on sexual behaviour and psychological development in India
Sexual behaviour
The public view in the West has been that Indian culture is littered with erotic portrayals 
of sexual intimacy. A society which hundreds of years ago produced spectacular erotic 
sculptures where poets celebrated sensuality or playfully wrote about male and female 
bodies, where the lingam and the yone^^ are worshipped, and where one of the world's 
greatest books on erotic love, the Kamasutra, (the name means 'pleasure treatise') was 
written in the literary language, Sanskrit. It is in one of Vishnu's several incarnations, one 
of the two dominating gods in Hindu mythology, that K rish n a ,th e  great lover, who is 
portrayed as a seductive and yet all-powerful youth, is said to have been bom to rid the 
earth of tyranny and oppression (O'Flaherty, 1973). The festival of 'Holi' (meaning 
'colour') is an idealisation and elevation of the instinctual, and an apt celebration of 
Krishna who extends a promise of both social and sexual freedom and parity to women as 
well as men (Kakar, 2002). The love of Radha-and-Krishna (and similarly Layla-and- 
Majnun in the Islamic world) has been celebrated in legends and poems as an idyllic 
affair beyond the norms of traditional courtship. Radha, for example, is said to have 
flouted parental prohibitions and social disapproval to be together with her god-lover. 
One of the most popular subjects in the Hindu art, particularly in the Tantric schools, is a 
phallic image, the lingam of Shiva. With its duality, asceticism of the god and the 
eroticism of his symbol, (O'Flaherty, 1973) this is both 'chaste' and 'erotic' at the same 
time (Kakar, 1981) but the lingam of Shiva also speaks of bisexuality. The deity is half­
man and half-woman and the classical dancers who depict Shiva in this form convey the
Sculptures o f  deities, apsaras (heavenly nymphs) and ordinary people in erotic postures.
" Shiva's or Mahadev's emblem, a phallic symbol, a stone set erect in a circle, or 'yone', which represents 
the vagina o f  the goddess.
God o f  love, like Eros, erotic.
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dual imagery of a body executing vigorous 'masculine' movements while the other half 
simultaneously carries out flowing 'feminine' ones.
The 'gorgeous East' became indeed an essential part of the Western view of India, 
influencing their ideas of merchants as well as of poets. The influence of Indian/Hindu 
mythology, folklore, religion and popular arts and literature appeared in the works of 
Shelley and Wordsworth, among others, as well as writers of early nineteenth century 
Germany. British intellectuals increasingly recognised the greatness of India's native 
artistic genius. Under the editorship of Friedrich Max-Muller (1823-1900) came the 
series of sacred books of the East; Hindu scriptures were translated thus and made 
available to the general public, and in 1875 James Fergusson published his History of 
Indian and Eastern Architecture.
However, the research indicates that as a representation of today's Indian experience of 
sexual relations, the portrayals above could be rather misconstrued. The culture defines 
the boundaries of sexual behaviour, which are rigid for Indians compared to the image it 
projects as outlined above (Abraham, 2002; Parameswaran, 2002), which seems to be a 
mere fantasy. There is a paradox between an acceptance of sexuality with little of the 
kind of repression generated by Puritan or Victorian values and controls and, at the other 
extreme, strict controls (Roy, 1975). In addition, Puri-Jyoti (2002) concludes that the 
Kamasutras that rely on hegemonic narratives of history and sexuality are less about 
sexual activity and more about the regulation and control of sexuality in a social context 
stratified by gender, class and caste. In the context of popular cinema, for instance, 
kissing was for a long time banned from representations in commercial films'^. Indian 
cinema, popular amongst many generations for its Bollywood films, like American 
cinema nearly 50 years back, is generally considered 'unrealistic'. The films are classic in 
that there is always a villain and a heroine, and lovers unite and fight against 
families/institutions to be together. As claimed by Indian writer and psychoanalyst Sudhir 
Kakar (1991), Indian sagas are like a bridge between 'desire and reality', 'a collective
In his thesis, Kakar, like Roland (1989), maintains that the child's world o f  magic is not far removed 
from the adult consciousness as it may be in some other cultures. In other words, Indian films seem to 
provide a regressive haven for people o f  Indian culture.
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fantasy'. Or, quoting Robert Stoller, Kakar writes 'the vehicle of hope, healer of 
trauma... cleanser of soul'.
A number of surveys (Parameswaran, 2002; Fisher, 2003) tell us that the subject of sex 
among Indians is taboo. While change has taken place, as observed by Kakar (2001) for 
example, with the gradual lifting of purdha (seclusion of women "^^ ), the literature 
suggests that Indians still seem to know little about sex or eroticism and talk even less 
about it in public (Aggarwal, Sharma, Chhabra, 2000; Minakshi, 1995; Sachdev, 1998). 
In fact in one college, Kakar observes, kissing in public is regarded as a public offence 
(Dinesh, 2000). While such prohibitions are encountered, George Morris Carstairs (1956; 
1968) in his psychological study of high caste Hindus in North India suggests that secret 
love affairs continue. The heterosexual, 'bhai-behen' (brother/sister) type of 
befriending/love that is widespread in India, which defines the boundaries of sexual 
behaviour for unmarried youth and distinguishes it from the tabooed true love (romantic) 
or pastime (sexual) friendships (Abraham, 2002), could thus be viewed as a guise for 
having intimate or sexual relations. Indeed, in a survey examining knowledge of medical 
students about sex, only one fifth reported communicating with teachers, parents and 
persons of the other gender about sex (Aggarwal et al., 2000).
The question of homosexuality further contributes to the 'taboo' of sexual appetite/desire. 
Hindus are said to be open to a display of homosexuality. However when observing the 
controversy that erupted over the release of Deepa Mehta's film, Fire/^ the openness to 
being gay or lesbian becomes questionable. This view is further supported by research 
which shows that participants were publicly open to acknowledging the acceptance of 
homosexuality and confessing to being the target of homosexual desires, but were not 
prepared to openly confess to such feelings/desires themselves (Carstairs, 1956).
The literature thus suggests that sexual taboos are still strongly prevalent in the Indian 
sub-continent, casting boundaries for the unmarried youth and curbing expressions of
In Mintum & Lambert's (1964) study Mothers of six cultures the seclusion o f women was adopted from a 
number o f  Moslem customs (e.g., as women must sit in veil from other men o f the household, men and 
women occupied separate households, especially the high caste groups as they would be rich enough).
Film observing lesbianism
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love and sexual attraction/desire. In fact, it also suggests that such taboos dampen marital 
sexual relations/desires too. Marriage legitimises sex, yet attitudes to sexuality are 
pervaded by contradictions just as in Hindu thought and mythology there is an apparent 
dichotomy of asceticism and eroticism. Some may conceive of Indian marriages as 
imitating Western trends (Dinesh, 2000; Yelsma & Athappilly, 1988). For example, 
ethnographic work shows that, while few men marry for love against the wishes of their 
parents, they may still break with their joint families so that they can be closer to their 
wives (Deme, 1995). Similarly, while most men caution that intense love between 
husband and wife might cause tension in the joint family (Deme, 1994, 1995), other men 
embrace closeness with their wives as the means to the good life (Das, 1976; Deme,
1994).
However, Sudhir Kakar^^ (2000) remains distant from this view, perceiving marriage as 
completely traditional, even in urban areas of India, with procreation of children as the 
highest ideal. With arranged marriages being extremely popular in both rural and urban 
areas, showing 87% and 82% support respectively, the most prevailing attitude is that of 
’no sex in marriage please, we're Indians' (Kakar, 1991, 2000; Mullatti, 1995). In fact 
Kakar (1991) writes that the Hindu communities do not have a name for genitals; at most 
these are referred to as 'a place for peeing'. Sexual intercourse from this perspective is 
thus portrayed by women as a furtive act, lasting barely a few minutes, with little 
physical or emotional caressing. It is an experience to be submitted to, though it is not 
completely devoid of moments of tendemess.
This view of sexuality within marriage is supported by Carstairs' dated though relevant 
study (1956, 1958) (in relation to men) that includes in its definition of 'right conduct' 
restraint of impulse as the prerequisite to achieving good relations with the father. 
Carstairs writes that for a man to marry the girl he loves, or to reveal an expression of 
passionate fondness/feelings towards the girl he has married, is unthinkable. Whilst both 
sexuality and procreation are taken to be biologically necessary in young adulthood, the 
display of any emotions based on these ties is not considered proper.
Dr S, Kakar practised both in India and Europe, and is the author o f  many books on psychoanalytic 
studies o f  India e.g., The Inner World, Mystics and Doctors, Intimate relations and The Colours of 
Violence, Culture and Psyche.
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The contrived image of sexuality in Indian culture is further attenuated through religious 
teachings that, though sensual in the service of aesthetic religiosity, b h a k t i , ^ ^  Q s / [ \ \ \ q x ,  
1977), express the opposite through renunciation. While boys are forewarned of too 
much discharge or loss of semen as leading to loss of virility and mental and spiritual 
power, girls are impelled into disguising and suppressing their sensuality and projecting 
false 'modesty' (Carstairs, 1958; Das, 1975; Kakar, 1978; O'Flaherty, 1973). The message 
thus emphasises the suppression of desire, especially sexual desire. For instance, Gandhi 
who devoted his life to a form of yoga known as karma, translated as 'selfless work', 
talks, in his work (1983), of lust/sexuality as blinding him to his duties/obligations to his 
parents.
While it is not the purpose of this review, it is nonetheless important to mention 'war 
between the sexes' as a means of understanding sexual behaviour and its meaning, the 
origins of which lie more in Indian folklore and tales than in mythology. Women, Kakar 
(1978) explains, are seen to be the cause of sexual desire and as such are inimical to 
man's highest aim, which is the pursuit of enlightenment. Female power is thus perceived 
as a threat, implying that sexually active women can damage established hierarchies 
(Thompson, 1985). Paradoxically, while woman's sexuality, Roland (1989) explains, is 
close to her only leverage, as she is perceived as the lowest in the hierarchical 
relationships within the joint family household, she also is identified with considerable 
strength and power, balancing the more overtly structural male patriarchy. Thus, in 
contrast to Western characterisations, it is women who seem to be associated with cosmic 
energy, activity and power, shakti. This, indeed, is considered to be embodied in the 
mother goddesses, portrayed as very powerful figures in the Hindu pantheon. Similarly, 
in a sense, the narrative of Adam and Eve (which the Islamic world also upholds) thus 
amplifies the threat or power of women. It could be said that women, just as Eve the 
temptress enticed Adam, threaten men's place in paradise.
Devotional practices (dances) to celebrate 'divine love' (Miller, 1977).
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The celebration of love in popular cultural forms from movie to folk plays indicates the 
longstanding importance of the tendency which gives priority to spousal ties over those to 
extended family groups (Deme, 1995; Hansen, 1992). However, sexuality is not 
experienced as a liberating force establishing autonomy outside of family relationships as 
in Western society today, as it seems more associated with even greater family enmeshed 
relationships and obligations (Grey, 1973; Upadhyay, et el., 1995). Marriage is 
considered to be as much between families as between husband and wife (Mullatti, 
1995). It is used as a gateway for speaking about sexual attraction/desire, as prohibitions 
of sex for unmarried youth are strict and research is limited. Sexuality thus can be said to 
be shaped, to a considerable extent, by the morality of the family/extended family 
through cultural introjects composed of values, attitudes and conventional ways of 
behaving that have their roots in folklore, tales and mythology. As Kakar (1991) writes, 
the cultural impact on psychosexual development may not affect the act of coitus or 
regulate its transport but it can increase the conflicts surrounding sexuality.
Finally, it should be noted that, despite many shared features of history and culture, 
attitudes towards 'ways of being' can be extremely diverse among Indians in the 
subcontinent. For instance, some Indians are willing to endorse 'modem' and 'liberated' 
'ways of being' conceming education and employment while maintaining very 
'traditional', 'conservative' positions conceming sexual behaviours or personal 
relationships. Others are traditional in all respects, and still others reject all traditional 
beliefs conceming 'ways of being'. However, Indian society is socially diverse and 
differences in behaviour/attitude from first and second generation Indians are apparent. 
Consequently, it is very difficult to discuss the 'ways of being' or experience of sexual 
attraction/desire without making sweeping generalisations. Yet, overall, (speaking in 
terms of a 'diluted' form of Indian behaviour), research suggests that second generations, 
particularly in the case of women, still embody the boundaries of social and sexual 
behaviour (Maira, 1998; Sachdev, 1998). An account of early childhood may facilitate 
some understanding of this.
O f course family structure and socialisation behaviour does vary in India from joint family structures to 
some nuclear family structures (Kolenda, 1984).
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Psychosexual development
Sociological and anthropological accounts of Indian infancy and childhood observe a 
view of child rearing that contrasts with Western societies and thus might be considered 
as being distant from the 'normative' expectations for the development of children and 
adult functioning. The observable features of some Indian children's interpersonal 
environment are that of a joint family structure, a tolerant, but (in) attentive mother, a 
distant father, and a group of affectionate women. Although child rearing practices are 
shown to vary according to family size, caste and class, the rural-urban divide and 
regional areas (e.g., Rohner & Chaki-Sircar, 1987; Seymour, 1976), accounts from 
various regions of India suggest that the mother-child bond is prolonged till the age of 
four/five. According to Kakar (1981), in Indian social development, childhood spans the 
first twelve years of life with the mother-child dyad entering the family beginning in the 
first month and the outer world at around four to five months.
Furthermore, although most of the research specific to child rearing practices in the 
Indian subcontinent narrowly focuses on Hindu development, a study by Dube (1959) 
suggests that non-Hindu communities have been heavily influenced by the cultural 
practices/behaviours of Hindus, such as the caste-hierarchy. The study suggests non- 
Hindus such as the Muslims' cultural values (e.g., dress code, behaviour and moral code 
of conduct including attitudes towards sexual behaviour/desire) differ little from Hindus. 
Similarly, it would seem that even after the partition of India and Pakistan cultural values 
are very much similar, though their religious practices differ. According to the cultural or 
contextual perspective (Harkness & Super, 1995; Kagitcibasi, 1996; Levine, 1988) 
socialisation, beliefs and values may in turn affect parenting styles, practices and 
strategies. This constitutes an important aspect of social context for child development 
wherein specific qualities and outcomes in children may be valued and emphasised.
The literature suggests that research on child rearing practices and child development in 
the Indian subcontinent, though it goes back half a century, is sparse and in some ways 
dated. The overall picture is that India is a society with great reverence for religious and
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cultural practices. This offers some explanation of how the boundaries of social and 
sexual behaviour might be maintained. Reviewing early childhood experiences is crucial 
therefore, particularly if we accept the psychoanalytic hypothesis of the connection 
between the child's early development and training and later functioning and 'ways of 
being.' Researchers have become increasingly aware of the need to broaden our 
theoretical and research understanding of early patterns of caregiver-infant interactions in 
a wide range of cultural contexts such as in Italy (New & Benigni, 1987), Japan (Fogel, 
Toda, & Kawai, 1988) and Israel (Sagi, Koren & Weinberg, 1987). Nevertheless, little 
research has been conducted on the parent-child modes of interaction in India 
(Roopnarine & Ahmeduzzaman, 1989). Though child rearing practices and structure of 
family systems are undoubtedly changing (Mintum, 1993; Mistry, 1993; Uberoi, 1993; 
Wadley & Derr, 1993), they are still deeply embedded in patriarchy, with age and gender 
being central to family organisation and solidarity. Anthropological accounts are also 
available on toilet training (Kahn, 1979; Kuppuswamy, 1984), weaning (Raz, 1976), the 
lying-in period after the birth of a baby, and subsequent cultural practices (Raz, 1976) 
such as name-giving (namakaran), purification (chatti) and head-shaving (mundan) 
ceremonies during the first year of life (Raz, 1976).
Though literature thus far suggests much concurrence in the descriptions of nursing, 
weaning and toilet training (Carstaris 1967; Dube, 1959; Maduro, 1976; Mintum and 
Hitchocock, 1966; Rohner and Chaki-Sircar, 1987; Seymour, 1975, 1976, 1983; Wiser 
and Wiser, 1963), there is variation between them, particularly in relation to weaning 
which in some studies has been described as a period of fmstration (Beals 1962; 
Seymour, 1971, 1999). However, as Carstairs (1968) and others note (Beals, 1962; 
Roland, 1989), a baby is never allowed to cry; weaning is said to be a period, unlike in 
the west, where there is little restraint. A child learns to toilet-train by example (imitating 
older children and adults in the family) or light persuasion and is thus not forced into 
training (Cairstairs, 1968; Mintum & Hitchcock; 1966; Narain, 1964). However, as 
children get older, teasing, particularly by other children, begins to play a role in anal 
training, as observed by Mencher (1963). Moreover, while recent longitudinal studies 
such as Minturn's (1993) show some gradual change in child rearing practices from the
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1950s to 1970s by the exercise of more control over child rearing, there were some 
consistencies with earlier findings. For example, children from a large number of 
households were punished during their socialisation if they did not get along with other 
children and failed to be part of a group.
There is a growing need among anthropologists for a psychoanalytic interpretation of 
culture and/or child rearing practices (LeVine & Sharma, 1997). With increasing 
assimilation of psychoanalysis and developmental theory especially investigators of 
caregiver-infant interactions (e.g., attachment styles - Bowlby, Ainsworth and many 
others), countless speculations about relationships between early experience and later 
pathology and psychotherapy have been made. For this reason it seems that, with the 
differences in child rearing practices between Indian and Western styles, culturally 
sensitive psychoanalytic theories of Indian development would be meaningfully 
appreciated, particularly with regards to understanding the nature of their pathology and 
possible encounters in the analytic situation. As Paul (1989, p i77) writes, 'human life is 
meaningfully influenced by unconscious thoughts, affects and motives and that 
anthropological understanding is deepened by investigating them'.
Culturally sensitive psychoanalytic theories of child development:
Carstairs, Kakar, Roland, and Kurtz
By around 1920, the psychoanalytic study of Indians was already pioneered by Dr 
Gririndrasekhar Bose in India (Sinha, 1966), but it was Kakar (1981) who opened further 
the debate about the universality of psychoanalytic theory, especially when applied to his 
host culture. Kakar, like others after him, Roland (1988) and Kurtz (1992), attempt to 
moderate the harsh implications that were first recognised by Carstairs in his study of 
high caste Hindus. Carstairs' study will be discussed first because of its underlying 
importance not only in the writings of the authors after him but its relevance even today 
as gathered from present research. From the collective fantasies in the form of myths, 
which are considered to represent the deep psychological preoccupations of humanity
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throughout recorded history, the said authors/analysts together show the preservation of 
certain processes and structures traditionally considered sacred and/or desirable. They 
attempt to portray the dynamics of the inner world - processes, wishes, dreams and 
anxieties - and the significance of the mother and the family.
Carstairs' 'spoiling' theory
Carstairs’ (1958, 1968) study of high caste Hindus in Rajasthan, which is grounded in 
personal field observations, though dated, nonetheless captures the traits observed in the 
research, as noted above. He presents a view of child rearing practices as being somewhat 
pathological in character. As suggested in his conclusion he was aware of the danger of 
such a view. Nonetheless, he engenders a view of Hindu family life as perhaps ’a 
precarious calm, based on the suppressing, rather than on the resolving, of underlying 
tension' (1968: 168-169).
Carstairs (1968), for example, notes that although there is intra-cultural variation 
dependent qualities such as submission, passivity, and obedience are encouraged while 
independent qualities such as initiative and individual decision making are discouraged. 
This 'way of being' is implicit in the respect and obedience commanded by fathers and 
the elder brothers of younger persons; the position honoured to them is that of a guru 
(god). For example, in their presence it is considered disrespectful for a younger brother 
to show affection towards his wife and child(ren). Hence, he makes reference to restraint 
on the expression of many emotions, not just of anger. However, Carstairs associates 
familiar behaviour, when there is a collapse of self-control, for example, in quarrels, with 
that of 'temper tantrums'. He adds that 'third-party' interventions are a constant scene in a 
dispute/quarrel and this third party takes on the position of a moral adviser, counselling 
'moderation and control of one's passions', and that the mediator also emerges in dreams. 
Carstairs saw the mediator as being very deep-rooted in the personality of Indians and 
argues that it corresponds to the super-ego itself.
For example, language, caste, family composition and certain other cultural practices (e.g., Gumperz, 
1958; Maloney, 1975)
100
Though Carstairs (1968) proposes that the Indian child begins life with an abundantly 
rewarding experience, he argues that the prolonged intensely intimate physical contact 
between infant and mother during childhood constitutes actual "overindulgence". 
Examples of this include the mother's breast feeding on demand, never allowing the 
baby to cry, permitting the child to sleep with her with no bed-time limit, not putting 
restriction on clothing, letting the child play naked (thus allowing ample opportunity for 
the discovery of sexual differences) and not preventing sexual play (e.g. masturbation, 
particularly in the case o f boys) till the age of five or six. He maintains that the contrast 
between what he considers excessive early indulgence and what he calls 'dangerously 
harsh frustrations' at the age of five, leaves a child prone to regress to early infantile 
pleasures as the child is filled with unresolved anger and fear. This, he explains, is 
particularly so in the case of boys as they experience a traumatic shift (Kakar (1981), 
below, describes this as 'second birth') away from the mother and towards the father who 
is emotionally distant. He states that this remote stance of the father exacerbates the 
intrapsychic tensions.
Carstairs (1968), in brief, suggests the following tension in the 'Indian' mother's way of 
facilitating attachment development. First, she has a relaxed attitude towards weaning 
(which is the first interference in the relationship between mother and child) and toilet 
training. This, according to Western psychoanalytic theory, leaves the child with little 
experience of toleration/frustration during the psychosexual stages of development. 
Second, the mother gives her warmth and affection inconsistently to her child in the 
presence of the mother-in-law, who is associated with authority. Carstairs nonetheless 
attempts to counterbalance the latter experience by communicating that the care of other 
family members is not as strong as the mother's and thus interprets this as reinforcing the 
mother-infant bond. Interestingly, however, Carstairs noted the underlying mistrust 
('paranoid' feelings) that surrounded adult personal relationships, including with him, 
might be associated with the child's emotional aforementioned insecurities during 
infancy. This, he explains, might lead him/her to feel that the mother's support and the 
child's own omnipotence were unreliable.
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In order to understand the personal experience of Indians, Carstairs, drawing on Kleinian 
ideas, interprets the part played by unconscious infantile complexes. In phantasy, he 
explains, the mother is associated with someone terrible; she is demanding in the same 
limitless way as the formerly imperious child. He explains that the desertion at the age of 
five by the mother is experienced as a 'final one', unlike the Western child's experience 
whose 'familiarity with intermittent frustration and delay in satisfaction enables him to 
moderately indulge in his/her aggressive phantasies and be reassured by his mother's 
renewed affectionate attentions' (Carstairs, 1968, p i56). He associates the Hindu child's 
phantasies to goddesses, whom the child must appease and satisfy with an attitude of 
complete submission, which would bring back a kind and rewarding mother.
Furthermore, Carstairs argues that the new significance of the father following a period 
of relative unimportance during the first five years may be experienced by the boy as the 
destruction of a former blissful state by the father. By placing his thoughts in the context 
of Indian mythology, he interprets the father's presence as a 'towering rival', as in the 
Oedipus complex. He remarks that the intensity may be pronounced by the frequency of 
parental intercourse witnessed by the child or lack o f affection on the part of the father. 
Carstairs notes that this might lead the boy into surrender/submission of his sexual life 
before his father. One might argue that the passive stance towards his father or authority 
figures might be interpreted as a negative or passive Oedipus complex, where the father 
becomes the object of desire. As Goldman (1978) writes, it is difficult to find the 
classical legend of Oedipus, i.e. where the son actually kills his father and marries his 
mother, in the Hindu scripts^®.
Interestingly, however, it might not be as traumatic as specified by Carstairs. One might 
argue that repeated exposure to the primal might mitigate its traumatic character as 
observed in studies of sexuality in different cultures (e.g. Mohave children - Devereux,
In Hindu mythology, it is more often a version o f  sacrificial worship to the mother-goddesses (symbolic 
o f  self-castration). For example, Shiva's beheading o f  Ganesha (head was replaced by an elephant head) 
who, on the expressed wish o f  his mother, guarded her while she bathed and would not let his father 
(Shiva) in. The Indian context stresses more the father's envy o f  what belongs to the son (his mother), 
rather than any aggression on the part o f the son towards the father (Goldman, 1978). In fact Kakar, 
drawing on various myths, suggests, like Carstairs, the renunciation o f  sexual functioning to keep the 
affections o f  their fathers intact (2001).
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1951; Samoan culture - Mead, 1928). Exposure to the primal scene might not then be 
experienced as traumatic and, by and large, pathogenic as stated by Carstairs above and 
others in the psychoanalytic field (e.g. Fenichel, 1945; Klien, 1932; and Stem, 1953).
Kakar’s 'bad-mother' image
Like Carstairs above, Kakar differentiates the intensity and duration of the mother-infant 
bond markedly from the experience of infancy in the West (1981, 2001, 2002). However, 
he differs from Carstairs in that he views the intense physical closeness (immediacy and 
responsiveness) as a form of ‘good mothering’.^  ^Nonetheless, he emphasises the earlier 
role of indulgent mothering as preventing Tull' ego differentiation (Kakar, 1981). In 
doing so, however, he articulates a similar, if not a more damaging, view of Indians to 
Carstairs' account. Influenced by Erik Erikson, Kakar primarily sees himself as dealing 
with Indian 'cultural traditions and [particularly] psycho-social identity of ... Hindus' 
(1981, p8) and sees culture as influencing the 'construction and experience of the self... 
from the very beginning of life', unlike Freud (2001) who sees culture as entering the 
psychic stmcture relatively late in life (super-ego). For instance, Kakar and others (e.g. 
Dumont, 1980; Shweder, 1991) see action as driven by the needs of the social whole and 
thus 'to size up a situation for oneself and act ...[upon this]...is to take an enormous 
cultural ...[and] personal risk' (1981, p37).
In a sense, he argues that social pressures guide Indian child rearing practices. He 
suggests that patrilocal residence and joint-family norms (Dhruvarajan, 1990; 
Roopnarine, Talukder, Jain, Joshi, & Srivastav, 1990), which limit affect between 
husband and wife (Deme, 1994, 1995; Kakar, 1981, 2002; Obeyesekere, 1984; Mullatti,
1995), as observed above, lead mothers to prolong the period of infancy. In particular, the 
mother's bond to her son(s) becomes enormously strong over the years and is a major 
source for gaining an increasingly superior position within the family hierarchy as she 
matures (Roy, 1975; Kakar, 1978). He thus accords the process of ego development (and 
consequently the ego from the id) with being structurally weaker and as appearing later
Although Kakar does not explicitly differentiate between the various schools o f  thought, he draws on 
many psychoanalytic writings (for example, Winnicott (1952, 1965), Jacobson (1964), Murphy, (1964) 
Spitz (1965), Bowlby, (1969) Mahler et al (1975)).
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than that in the West (1981). His views of Indian development thereby differ somewhat 
from Erikson's stages of development. According to Kakar (2002), the first three stages 
of life as well as 'infantile sexuality' (oral, anal, and genital) are compressed into one, 
particularly as the first stage/phase is prolonged in Indian development, as noted by 
Carstairs. Birth into the community ('second birth'), again 'landmarked' as being 
'traumatic', especially in the case of boys, thus marks the second stage of development 
(Kakar, 1981, 2001, 2002) and the task of 'separation-individuation'^^ (Winnicott, 1964; 
Mahler, 1972, Mahler et al., 1975). In the case of a female, however, the transition or 
traumatic shift is said to begin with puberty. This coincides with the withdrawal of 
affective display on the part of the father and male figures in the family towards her 
(Kakar, 1981). Interestingly, Kakar articulates that the mental processes characteristic of 
the symbiosis of infancy, i.e. primary processes^^, play a relatively greater role in the 
personality of the adult Indian and find expression in innumerable Hindu folk-tales (see 
Kakar, 1981).
While the girl's psychological development, as in Carstairs’ study, is not central to his 
thesis, Kakar theorises that the outcome of female psychosexual development is one of 
love and longing (1981). As a mother/wife, she may therefore shower her infant with 
affection because of the limitation on expression of emotion (Kakar, 1981; Obeyesekere, 
1984) and because of the improved status that a birth of a child gives her^ "^  (Dhruvarajan, 
1990; Roopnarine, Talukder, Jain, Joshi, & Srivastav, 1990; Roy, 1975). In Indian culture 
a woman's identity revolves around 'motherliness', as also might be experienced in 
Western cultures. However, an Indian woman has a relatively negative and relegated 
status in matters of social interaction as well as her own psychological development prior 
to giving birth (Kakar, 1981). This is particularly so in the case of boys as she perceives a 
male offspring as her 'saviour', as a means by which she experiences love and acceptance 
of others around her. He (1981) emphasises that this cycle of female development
^  In this process, though western theorists convey that the mother's task is to lend strong emotional support 
and presence to the gradual separation-individuation o f  the child, both 'overprotective' and 'emotionally 
unavailable' mothers are said to interfere with the separation and individuation process.
Secondary processes are observed to be dominant in the personality o f  Westerners (Roland, 1989).
A study by Kanekar (1883) shows that respectability o f  Indian women is enhanced by marriage and 
lowered by loss o f  virginity in the absence o f  marriage.
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continues through generations, as internalised values are passed on to daughters. 
However, it is important to note that, although Kakar, in revising his thoughts, likens the 
preference for sons more for the first bom, at least for the educated woman, with the 
growth of self-esteem, he stipulates that traditional values are still preserved (Kakar,
1996), and thus stays very much with his original thesis. Sociological ’data' relevant to 
women's status can be taken as support for Kakar's views as it highlights the 
discrimination and inequality in girls' lives (Datta & Sinha, 1997; Gosh, 1991).
In his thesis (1981) Kakar further asserts that while her status in the hierarchy improves 
with age to a 'powerful demi-matriarch, with control over vital decisions affecting the 
family, she represses her experiences of frustration and unfulfilled yearnings'; she thereby 
assumes a conservative attitude to social change. This can be observed in developmental 
programs indicating resistance to this change (Dhruvaragja, 1989).
From a psychoanalytic viewpoint, Kakar argues that while the image of the 'bad-mother' 
exists in all societies, the themes are culturally specific and, therefore, are critical to an 
understanding of Indian psyche. He suggests the aggressively destructive maternal 
feeling towards the male child is relatively weaker than the sexually demanding themes 
(2001). He suggests that the intense physical contact between mother and her male child 
excite him sexually at a time when his fragile ego is not equipped to cope. Thus Kakar 
(1981) puts more emphasis than Carstairs on the sexually demanding image and suggests 
that it looms large in the unconscious experience of 'male' children in India. While a full 
discussion is well beyond the scope of this review, it seems important to briefly note 
Kakar's observation, particularly the process he refers to as 'maternal enthralment' and its 
outcome 'maternal-feminine'.
Kakar maintains that the unconscious demand placed upon the boy by his mother 
compels him to act as her saviour, which leaves him feeling helpless and unable to part 
from her. In Culture and Psyche (1997), he draws on a case study, and one of the
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mythological themes of Ganesha and Skanda^^, to illustrate the dilemma. He notes that 
the psychological outcome of child rearing practices, which he states resemble the 
pathology of the said mythological characters, parallel those of his patient, Mohan. While 
he does not deny the effect of the powerful mother in Western thought, he gives equal 
weight to the developmental changes, the push for independence/autonomy and pull 
toward surrender and re-immersion in the enveloping 'maternal fusion' from which the 
child emerges. However, he maintains that the son's wish reflects his mother's not to be 
separate from each other (see Courtright, 1986 for mythological interpretation; Kakar, 
1987, 2001). This, as noted by Obeyeskere (1990) and others (Deme, 1995; Roy, 1975), 
not only leaves Indian men extraordinarily devoted to their mothers^^, but also leaves 
them fearing the sexuality of the mature woman (Kakar, 1981). The sexual-erotic woman 
thus emerges in Kakar's work as a continuum of the 'bad-mother' in the male child's 
fantasy. A triad of images of women thus populates the inner world of Indian males: the 
mother, the wife as a partner-in-ritual, and the sexual woman or whore.
Based on his clinical work, Kakar (1997) explains that men repeatedly struggle to 
manifest their masculinity against the maternal seductiveness experienced during 
childhood. However, 'carrying the weight of a strong pre-oedipal feminine identification 
and lacking a vivid partisan father with whom to identify, the boy is likely to adopt a 
position of 'non-partisan' feminine submission towards all elder men in the family' 
(Kakar, 1981, p i34), as is the case in the devotees of Shiva, in the popular myth of 
Kannappa^^ (see Pai, D'Rosario, & Vitankar, 1979). The outcome of their psychosexual 
development thus reveals a much more 'maternal-feminine^^' quality than is characteristic 
of Western men and that generates a passive-receptive attitude towards authority figures 
(Kakar, 1981), which is also reinforced by forces within the community, the social whole.
For Kakar, myths are vibrant and alive in the Indian context. They constitute a cultural language. 
Psychologically speaking the two gods Ganesha, the most adored, (Pot-bellied toddler, with an elephant 
head and one tusk missing) and his younger brother Skanda (in contrast, a handsome child, a youth o f  
slender body) represent two childhood positions o f  the Indian son (Kakar, 2001). In the myth, Ganesha is 
represented as being solely created by his mother Parvati wife o f  Shiva.
He likens this to the gods never being satisfied as in Ganesha's^^ devotees (see Courtright, 1986)^^.
The mythology symbolises castration before the goddess and gods, whereby a passer is willing to 
sacrifice both eyes in his worship.
As stated by Fenichel (1971), according to Freud, the masculine and feminine predispositions determine 
the outcome o f Oedipus complex.
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Moreover, Kakar (1981), like Carstairs, talks of the second birth and the distant stance of 
the father as also having negative consequences for the psychological development of 
boys, each contributing to the narcissistic vulnerability of Indian men. This, he suggests, 
fosters a 'regressive stance'^^ to an 'earlier happier era'. Drawing on Kohut's (1971) ideas, 
he suggests that the richness of the mother-son dyad 'hinders the son's growth to 
autonomy', leaving the 'psychic structure relatively undifferentiated, the boundaries of the 
self vague, and the inner conviction 'I am perfect' ('grandiose self^^) and '[Y]ou are 
perfect but I am part of you' ('idealised parental imago') ...uncompromised in their 
primitive emotional originality' (p i30). Moreover, it might also be argued that, when a 
mother substitutes her own gesture rather than responding to the infant, this corresponds 
to Winnicott's (1960) description of'false self. This may be linked to the tendency of the 
mother not to respond to the child's own initiative, but to respond affirmatively only to 
those aspects of the child that are consistent with her own desires. In this way, the child 
cannot discover its own desires as self-knowledge is prevented. His desires thus only 
correspond to the maternal desire - the Me predominating over the I.
Viewing the outcome of matemal-enthralment through the 'male identity theory' (Terman 
and Miles, 1968), which is actually an outgrowth of earlier psychoanalytic thought, it 
could be argued that the boy needs the presence of a male mentor to survive the threats of 
femininity and engulfment, and to assume a greater sense of self separate from the female 
caregiver, as theorised by object relation theorists (e.g., Fairbaim, Kohut, and Winnicott). 
This is also supported by other psychoanalytic writers (e.g., Homer, 1984; Mahler and 
Gosliner, 1955) who further comment on the importance of the father to lure the child 
away from the maternal symbiotic relationship. According to Kakar (1981, 2001) and
Two forms o f  regression: one that he calls 'fixation' to an earlier form which arises from a new conflict 
that the ego has not mastered; the other is 'fixation' to an unresolved traumatic conflict (see Freud, 1991 
[1920]).
Kakar (1981) draws on Heinz Kohut's (1971) theoretical understanding o f  primary narcissism o f  the 
human infant, which is considered to be a brief transitory experience in human development - 'a sense o f  
original perfection and exclusive instinctual investment in the self, a state o f  being in which the world, 
including other people, is experienced as part o f  the se lf and within one's spontaneous control. When 
psychological development proceeds soundly, both the 'grandiose se lf and 'idealised parental imago' lose 
their power, become attenuated and are integrated into the personality.
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others, the father is not only seen as absent during the first five years of life, but his 
relationship with his child is depicted as being weaker than that in the West (Kakar, 1981,
2001). Though a recent survey (Suppal, Roopnarine, Buesig, & Bennett, 1996) following 
the belief and pattern of child-care responsibilities (Chekki, 1988; Dhruvarajan, 1990; 
Shukla, 1987) revealed a traditional ideological split in men and women's attitudes and 
behaviour, other observational and interview data in India attribute more importance to 
the father, showing active participation in their young children's lives (see Roopnarine, 
Talukder, Jain, Joshi, & Srivastav, 1990, 1992). With inconsistent findings it becomes 
difficult to interpret fully. However, the latter research above suggests that Indian fathers 
are capable of making emotional and social alliances with young children.
It appears that Kakar (1981) replaces Carstairs' 'spoiling' (indulgence) theory by a more 
overtly pathological image of the mother, as 'b a d -m o th e r 'o n e  that illuminates her 
sexual presence in the mother-son dyad and her powerful force that draws the child 
toward surrender of autonomous functioning. This meets the cultural preference in the 
dilemma of separation-individuation (Courtright, 1986; Kakar, 1987, 2001; Obeyesekere, 
1984). Drawing on Carstairs' (1957/1968) ethnographic work, anthropological accounts 
and popular myths, as well as of others, Kakar has attempted to ally his cultural 
interpretations with 'clinical evidence^^', as observed above. While Kakar has made an 
effort in outlining the similarities between Indian and Western 'ways of being', such as 
the mother/infant dyad characterised as the first relationship and the prototype for later 
relationships, the differences are apparent and varied which renders his work 
contradictory. In his attempt to incorporate the Indian self within Erik Erikson's model, 
one could argue that the strivings for autonomy and initiative in the young is not a 
phenomenon in Indian development. While Erikson's theory was founded on cross- 
cultural observations and has been applied in a variety of contexts, such as the 
longitudinal and cross-sectional studies of college youths (Kakar & Chowdhry, 1970;
Though Kakar's (2001) reference to 'good-bad' mother seems typical o f Melanie Klein's early 
formulations, he appears to address the dual nature o f  the Indian Mother Goddess (Durga-Kali) in his work.
Kakar (1981) places 'high reliance... in analysis o f  clinical evidence and interpretation o f  myths' (p.3). 
Although he acknowledges the heterogeneity o f  the country's population, he hypothesises that clinical 
cases, at best, can generate cultural particularities (2001).
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Paranjpe, 1975) and clinical work (Ramanujam, 1979), his schemas do not encourage 
active dependency in the earlier phases of childhood; the outcome of psychosocial/sexual 
development of adult men is one of a 'maternal enthralment', as observed in his clinical 
material. Kakar further observes that there is more anxiety during separation for Indian 
men. Though he also suggests a high degree of impotence, sexual problems and 
homosexuality in Indian men, he gives no evidence for these. However, in the light of his 
writings it is 'ironic that in the land of Kamasutra many marriages have a love that is 
loveless and ...many young men have psychoneuroses' (Kakar, 1970, p69).
Roland 'familial se lf
While Roland's (1989) account of Indian development resembles that of Carstairs, he 
makes a more radical effort to break free from the pathological image portrayed by 
Carstairs and Kakar in the distinction between Indian and Western child rearing practices. 
He talks of 'Indianising' Western psychoanalytic concepts instead of measuring Indian 
practices from a Western 'yardstick' as Muensterber (1969) and others did, who 
concluded with 'not-good-enough mothering' in contrast to Winnicott's (1965) concept of 
'good-enough mothering'. In doing so, Roland's work thus appears more descriptive. He 
talks of a greater degree of individuation but only within the structural development of 
the 'familial self, which is not necessarily linked to separation, differentiation, autonomy 
and identity integration as theorised from the Western perspective. As asserted by Sylvan 
(1981), he bases his formulations 'on interpersonal relationships characterised by 
empathy, priority of family ties, high inner self-regard, ego-ideal dominance, and so on'. 
Interestingly, in his thesis, Roland brings to the fore 'adaptive qualities' in the personality 
of Indians, as well as 'dependency needs'. While it may be that dependency is an oral 
trait, he suggests that the Indian conscious 'lacks the internalised psychological structures 
of the Western super-ego, and is basically dependent on externalised controls and guides, 
such as elders of the family' (Muensterberger, 1969; Roland, 1989, p271), which is 
extended to institutionalised authority figures. Rather than 'passivity and inactivity', as 
previously ascribed to the personality development of Indians, he thus asserts a more 
receptive, empathie self, even though he acknowledges that certain negative emotions are 
not mirrored. However, to balance this he, like Kakar, talks of a more developed 'inner
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autonomy', that of spirituality, which functions within the system of relationships, rather 
than leading a more independent self, as is more common in Western life styles.
While Roland seems to emphasise manifest behaviour rather than inner conflict and the 
progress of object relations that occurs within the framework of psychosexual 
development as outlined by Sylvan (1981), he takes a 'U-tum'. He agrees with earlier 
observations of the close mother-child (son) dyad and the more maternal-feminine 
qualities of Indian men, but then concludes, like others before him, 'that... the narcissistic 
dimension is more pervasive, more intense and, in general, of more paramount 
importance in Indian...psychological and social functioning' (Roland, 1989, p246). 
However, if this is the case, even with a more developed 'inner autonomy', it leaves open 
the question of whether this type of functioning is any more pathological than say 
western functioning. As Ramanujam (1986, p71) writes, while the 'term "dependency" 
carries a pejorative connotation in the western context...for the Hindu it is only natural 
that the family should depend upon the head of the household. The guru expects the 
disciple to depend upon him...Thus [one could argue] intimacy implies merger as well as 
transformation'.
When observing clinical evidence, however, it seems that inherent in both Roland (1989) 
and Kakar's (1997, 2001) case histories is a punitive super-ego, especially in the case of 
girls. Roland observed young college girls' fears of being judged harshly, especially by 
people they did not know. The fears were generated by their mothers’ condemnation of 
improper behaviour that might damage the family's reputation. Displacement of anger 
from original family member/s and in-laws onto others is another theme dominant in 
Roland's work. Also noted was anxiety surrounding an engulfing mother rather than 
castration. While such observations might be made in the Western patient, one could 
argue a tilting of the equilibrium within Indian nature that might be experienced as the 
suppressing of desire or of negative emotions, as originally outlined by Carstairs, or a 
form of regression. As Roland observes, sexuality is played out in different contexts. In 
particular, he, like Kakar, emphasises that clinical data shows that both men and women 
seem more open than Western patients to revealing both their sexual fantasies and
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associations to them, than their involvement with spiritual life. Incestuous fantasy also 
appears both through dreams and conscious thought. In the context of therapy, it might be 
argued that 'the ego, freed from all ethical bonds...[thus] finds itself at one with all the 
demands of sexual desire, even those which have long been condemned by our aesthetic 
upbringing and those which contradict all the requirements of moral restraint' (Freud, 
1991, pI75).
Kurtz ’lack o f  warmth'
Kurtz (2002), a psychoanalytically-orientated cultural anthropologist, agrees with the 
matrix of the primary dyad but places greater emphasis on the 'voluntary renunciation of 
infantile pleasures' to be with the group, and views this as a form of 'mature 
transformation of early, primary narcissism' (p i63). This takes the form of 'multiple- 
mothering'; in other words, the triangular relationship with sons is 'between in-law 
mothers, natural mother and son' (p i60) and not with the father as in western oedipal 
complex. However, he uses another version of the same myth (Ganesh) as does Kakar to 
relate to the classical oedipal resolution. The child's ego is thus consolidated first through 
multiple mothering and then facilitated by his placement within the larger group of men. 
Hence basing his thesis on the observations made by Mintum and Hitchcock (1966) and 
others, and mythology, he argues the case for falsely interpreting the mother-child dyad 
as 'overindulgence' and 'second birth' as traumatic. He suggests that weaning and toilet 
training is combined with a 'careful mixture of care and restraint.. .to push the child 
outward...toward the group (Kurtz, 2002, p31). This, he cites, would not only allow the 
child to experience a period of intermittent frustration and delay in satisfaction, unlike 
Carstairs' claim, but also minimise the impact of the 'second-birth'.
Kurtz explores the emotional space through which the child lives his/her early years. 
Unlike Kakar (1981), Kurtz includes in his formulation the negotiation/bargaining 
process that takes place with the child to secure compliance to demands and expectations 
to the point of teasing and threatening abandonment (Beals, 1962; Seymour, 1971). 
However, he takes this a step further by pointing to the lack of affection or parental 
'warmth/emotional expressiveness' towards the child, as observed in Mintum and
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Lambert's study of Indian child rearing (1964, p238). In his interpretation, he argues that 
'the mother who constantly touches and feeds the child does not treat that child as a 
beloved, narcissistic extension of her own self (Kurtz, 2002, p i00). While he quotes 
Maduro (1976, p i61) to acknowledge that 'physical closeness and so-called inadequate 
mirroring [may] lock...[the child] still further into infantile needs' (p i00), he uses 
LeVine's (1977) argument to support his thesis; the mother's response need not be 
considered an oral fixation or weak ego differentiation. He suggests that relying strictly 
on physical data on breast feeding makes the application of the indulgence/frustration 
dichotomy too difficult due to the varied tone of emotion that may accompany this.
While it would seem that Kurtz is right to follow LeVine's argument (as otherwise the 
nature of Indians seems pathological from a Western perspective), he forgets that the 
research on the family unit, as outlined earlier, inhibits the expression of emotions in the 
presence of the mother-in-law and elders. One could argue that this inhibition might 
continue to be exhibited in the presence of researchers who are seen as outsiders. As 
found in Trawick's (1990) observations on socialisation in India - love grows in hiding. 
Mothers rarely showed affection for their babies, especially in public for fear that its 
concentrated display would be harmful. Thus 'people did not often talk about [it]' or make 
direct references (p.92). Similarly, Trawick shows that children treasured a 'secret 
identity' (p218). How well guarded it was depended upon how public the truth about their 
relationship became and the risks associated with secret kisses were taken. Thus, 
although Kurtz talks of a systematic review of the research, it seems that he is very 
selective in finding evidence to support his thesis.
Furthermore, Kurtz offers an image of renunciation that is conscious, unlike Kakar who 
shows that the mother is partly conscious and the child is even less likely to articulate it. 
For example, the mother’s inner adoration of her child evolves from emotional 
deprivations encountered during earlier stages of life and the child cannot reach out of the 
containment that he has managed to secure. Nonetheless, it could be argued that while 
there is a general consensus to child rearing practices, the formulations are drawn from 
somewhat different patterns of child rearing practices. However, Kurtz does offer an
112
alternative, though very deterministic, view of Indians from a psychoanalytic framework 
that might not be considered pathological through the cultural reshaping of it - to include 
the ’whole.'
Conclusion
The general tone of the literature reviewed suggests that human sexuality and the 
experience of sexual attraction/sexual feelings is indeed subject to considerable cultural 
variation, as hypothesised by Ann Oakley (1972). While culture is undoubtedly fluid and 
ever changing, it could be argued that individuals of a community like those from the 
Indian sub-continent show some continuity of specific 'ways of being,' which have been 
internalised, through the generations. A critical review of psychoanalytically informed 
psychoanalysts/authors such as Carstairs, Kakar, Roland and Kurtz has provided some 
insight into Indian, particularly Hindu, cultural practices and the meanings ascribed to 
these from a Western-centric viewpoint. Though a few attempts have been made to 
reconcile psychoanalytic theory with the development of the Indian-self, the 
particularities of Indian child rearing practices make this task difficult. Indeed, Carstairs, 
Kakar and Roland (all but Kurtz) seem to argue that the anxiety surrounding separation- 
individuation is much more common and intense in India than it is in Western cultures. 
This will undoubtedly have influence on the analytic dyad, as observed (e.g. Tsui, 
Schultz, 1985; Yu & Gregg, 1993). As Freud (1916) and others assert, excess of parental 
love may heighten the fear of losing this love, and in later life might make it difficult for 
the person to do without love or accept it in small amounts.
As shown, Indian/Hindu society is firmly patriarchal and the father (and his elder 
brother) command implicit obedience and respect, and in many cases present a lack of 
familiarity and tendemess towards other family members. The woman is of secondary 
importance to the man and she can only claim her right/higher status through her 
relations with others. The relationship between father and son, in a similar sense, is 
governed by subservience on the one hand and fulfilment of formal obligation on the 
other. Thus from the literature reviewed, two dominant themes emerge of Indian child
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rearing practices that might influence the experience of sexual attraction/feelings of 
sexual desire: firstly, the importance attached to family/extended family and, secondly, 
that the Indian conscious seems more central to subordination and related aspects of 
character development. The seeming 'inactivity or passivity' thus argued from a culturally 
sensitive perspective of Western symbiotic mothering (a bond said to be the prototype for 
all later love relations for both sexes) (Freud, 1905, 1930; Klein, 1975; Winnicott, 1966), 
has generated a view of Indians as apparently pathological in character, exhibiting sexual 
ambivalence and an inhibition to sexual attraction/feelings of sexual desire.
Greenberg and Mitchell (1983) have conceptualised psychoanalytic history as the 
development of two broad theoretical models: the drive and structural model (including 
classical psychoanalysis and ego-psychology), and the relational and structural model 
(including object relations and self-psychology). However, David Scharff (1990) writes: 
All development takes place within the family context. Attempts to establish a 
relationship sexually and otherwise involve attempts to match external objects to existing 
internal object relations, both with the purpose of re-establishing what has been familiar 
and good and of repairing what has been painful...In later relationships...the history of 
previous relations, as carried forward by internal object relations, determines the way 
relationships are understood and modifies them (p.449).
Following this stance, the writings of the prescribed psychoanalysts/authors on Indian 
psychosexual/psychosocial development can be viewed in a relational sense as they all 
argue for the importance of the group both during the prolonged period of infancy and 
childhood thereafter. Although, like Freud, they to some extent negate the importance of 
female development in their writings, the stance adopted by Carstairs, Kakar and Roland 
is of the 'instinctually gratifying' experience of Indian childhood as rewarding. Kurtz, on 
the other hand, observes a mixture of toleration/frustration during infancy and gradual 
transition or 'second birth' to the larger group of men. The renunciation of infantile 
gratification is thus seen as a form of self-sacrifice (Kurtz, 1992).
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However, Carstairs and Kakar together, with differing intensity, emphasise the harmful 
effects of 'spoiling' as first communicated by Freud, Klein and others, whereas Roland 
attempts to explain this in terms of 'familial self suggesting that even with 'intense 
emotional bonding... greater individuation can occur’ (plOl). Nonetheless, he, like 
others before him, perceives the 'indulgent' form of mothering as 'narcissistic' in 
character. Along these lines, one may argue that the Indian child experiences an 
extremely gratifying oral phase. As Sylvan (1981) argues, oral character is the optimistic 
belief of the child that someone will always be there which would then 'condemn [the 
child] into inactivity' (Abraham, 1924, p.399) - leaving things to God and fate. 
Dependency too, is also considered an oral trait. Where fixation occurs this, as Fenichel 
(1945) writes, may demand that others care for him/her and thus be expressed through 
extreme passivity.
By his interpretations of the separation/individuation phase of development, Kurtz leads 
one to speculate about the process of 'ego differentiation' in Indian development. As 
observed, the focus and meaning ascribed to the group seems to minimise this process. It 
could thus be argued, as Carstairs and others do, that the joint family system is 
characterised as emphasising co-operative and interdependent qualities to the exclusion 
of individuality and self-reliance (Murphy 1953; Mistry, 1993; Taylor, 1948). 
Furthermore, Carstairs' study also reveals that it is not as dated as one would expect. For 
example, Mistry's (1993) developmental study, like Carstairs', found that unlike Western 
preference for privacy, Asian-Indian children were immersed in group interactions/adult 
activity. Moreover, praise was not used to enhance children's exploratory activities. Also, 
Asian-Indian caregivers did not engage in joint play with their children nor did they treat 
them as conversational partners. This might be used to support Roland and Kakar's 
hypothesis that primary processes are more dominant in the personality of Indians.
Further support for the above comes from a study assessing attitudes towards social 
responsibility (Miller, Bersoff, & Harwood, 1990). Helpful behaviour was considered by 
Asian-Indian subjects as 'obligations' whereas it was viewed as 'individual-rights' by 
American subjects who would only respond in cases of 'life and death' or 'personal
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choice.' Indians reflected the general cultural emphasis on interdependence and mutual 
aid and thus mirrored the sociocentric emphasis of Indian cultural conceptions and 
practices (Kakar, 1978; O'Flaherty & Derrett, 1978). Social responsibility for Americans, 
however, emphasises individual freedom of choice, although a certain moral aspect is 
also included, such as a notion of obligation (Dumont, 1965; Kohlberg, Levine and 
Hewer, 1983), thereby supporting the view that cultural meaning systems influence the 
development and experience of behaviour. However, cultural differences did not exist 
between Asian-Indian and American children. They observed similar tendencies between 
the groups to categorise social responsibilities as objective obligations, thus reflecting 
certain common cognitive and affective experiences of human infancy. If, as Miller et al. 
(1990) suggest, this process may account for an impression, formed in childhood, of 
mandatory obligations, and exists to help others in need and derives from the primary 
experiences of dependency and need fulfilment, it leaves open the question of overt 
dependency in adult Indians. Kakar's writings, like Carstairs, thus seem to implicitly 
support the cultural or contextual hypothesis (Harkness & Super, 1995; LeVine, 1988).
However, the implications of Indians' subordinate and submissive 'ways of being' that 
envelop their experience of sexual desire/sexual feelings will undoubtedly influence the 
phenomenon of transference/countertransference (Cushman, 1996; Holmes, 1992; Yi, 
1998; White, 1994; Gelso & Mohr, 2001). As Freud (1915) writes, a patient's early life 
impulses and fantasies emerge during the process of analysis. Accordingly, the language 
of love begins in earliest life (Person, 2003) from which the process of development leads 
to the evolution of romantic love in adulthood or erotic transference in the analytic dyad. 
Although women's sexuality is devalued, and considered polluted and dirty and any 
expression of it forbidden as taboo, Kakar (1997) and Roland (1989) observed both sexes 
were open to talking about sexual life and associated experiences in the clinical setting. 
Themes of seductiveness or regression may thus encompass the analytic dyad. One of the 
dangers would be of crossing the boundaries and/or 'acting out'; at the same time aspects 
such as 'idealisation', overt 'compliance' and dependency may hinder the therapeutic 
process. Resistance in Indian clients/patients may also be misconstrued, as observed by 
Gill and Hoffman (1982), as can be their struggle with separation/individuation with a
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strong pull from both directions (Kakar, 1997; Yi, 1995). As cautioned by Daly and 
Wilson's (1990) point 'genuine conflicts of interest and malevolent social realities should 
not be misinterpreted as symbolic or imagined' (p i80-181). There is a danger thus to the 
therapeutic alliance and of early termination as revealed by the review of literature (Sue 
& Sue, 1990; Yi, 1995). Thus, one needs to consider the application of psychoanalytic 
psychotherapy with Indians from a culturally sensitive perspective.
The review has attempted to provide greater cultural understanding of Indians and how 
they may experience sexual attraction/sexual feelings and the implications for this in the 
clinical setting. While an image of Indians is portrayed as pathological from the 
culturally sensitive psychoanalytic perspective in that it fosters a regressive stance, and a 
more maternal-feminine identity of males, agreeing with Kurtz it would be incorrect to 
pathologise the culture. However, from this review one can appreciate 'ways of being' 
that are shown to be particularly at odds with Western theories such as attachment, 
separation, individuation and the Oedipus complex. One might hypothesise thus that 
Indian clients may regress. Nonetheless, more systematic research is needed in Britain 
and the Indian subcontinent on caregiver-infant interactions to include the emotional 
climate, the gestalt of mothering and theoretical observations, to increase our 
understanding further. It would also be fruitful to research attachment styles (Ainsworth, 
1979), as Zeifman and Hazan (1997) have argued that attachment in adult pair bonds 
follow very similar stages of development to earlier infant attachment formation as 
identified by Bowlby (1969). This may help towards a greater understanding of types of 
attachments formed by Indians.
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Personal reflection on writing the literature review
As an Asian I was aware of my personal bias for the research question and hoped to find 
a greater understanding of my own culture and how this 'fits' Western theories of 
psychosexual/psychosocial development. Having worked with people referred to as 
south-Asians in the report, I was also struck by what appeared to me as unhelpful 
difficulties arising from mainstream, white. Western understanding of, and ways of 
dealing with, south-Asians and how the culture influences the way 'our' experience of 
sexual feelings affects 'our' behaviour.
Aware from the start that models of therapy were Western-centric, I set out to search 
authors that looked beyond matching therapists to clients’ background to understand the 
potential difficulties arising within the therapeutic relationship more from a theoretical 
perspective. Through the various literature searches, I frequently came across Indian 
development or child rearing practices, which therefore became the focal point of my 
research by chance. Having always had an interest in their mythology, I continued along 
this path and have since learnt a lot about it and how this relates to the Indian ‘way of 
being’. Within these searches, I came across many suggestions of similarities in child 
rearing practices and values between Indian, Bangladeshi and Muslim communities. I 
was not struck by the similarities, as I could identify with some of these coming from 
Pakistan myself and from personal experience had not come across many differences 
between the different regions in terms of beliefs and values (except in terms of religion). 
Nor was I surprised by some of the child rearing practices, though I found it difficult to 
believe that these were as harsh as suggested. However, in reading about them, there 
were times when I needed to take a step back and look at myself and south-Asians around 
me. In particular, I was drawn by parenting styles and attachment patterns to parents or 
elders and level of intimacy or openness between them. When thinking about this I 
questioned what is meant by emotional connectedness, particularly in a culture where 
there are suggestions of a highly private self.
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I struggled with the findings, in particular the contradictions, on the one hand, an 
acceptance or display of sexuality in mythology and, on the other hand, prohibitions 
manifest in behaviour. I also struggled with accepting some of the interpretations made 
by the authors, which I think was more about not wanting to view my culture in such a 
light. However, at times I found myself agreeing with some of the interpretations, 
particularly those of Kakar’s in relation to the ‘bad-mother’ image and similarly Kurtz in 
respect of ‘lack of warmth’. Whilst the interpretations felt very powerful and 
unbelievable, I felt that there was something meaningful that was being communicated. I 
could feel myself being easily distracted and wanting to know more. When speaking to 
south-Asian men and women about my findings, there was a recognition that Indian men 
are troubled by the intense attachment to mothers and find it difficult to separate but at 
the same time live with them. I had my own hypothesis in mind and what I might like to 
investigate in terms of early development of south-Asian families. However, I felt that 
some of the findings may be a feature in any culture including Western culture where 
perhaps families are enmeshed and difficulties with separation are apparent, though the 
emphasis may not be as strongly suggested.
On reading I also became more conscious of the polarities within me. Drawing on 
Singer's (1972) anthropological research, which investigates how Indian society/culture 
modernises and industrialises, I began to explore my 'ways of being'. The impact of my 
cultural background cannot be fully appreciated without outlining my (continuous) 
struggle with regards to identity formation. One of the basic paradoxes imposed on 
continual construction and reconstruction of my identity is sharing two distinct cultures, 
one valuing interdependence/connectedness, the other valuing independence/autonomy. 
However, exposure to these frequently conflicting values, styles of living and equally 
different modes of functioning, allowed me to see how it is that cultural beliefs can 
condition the individual, perpetuate relations of power, and shape relations of intimacy; 
in Winnicott's terms, how it is they make people real or false.
I realised that while I was physically adapting to different contexts (family, friends, 
university, work etc), internally I was in conflict with myself. I kept different situations
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separate and behaved in line with the acceptable norms, unlike as hypothesised by Singer. 
'Contextualisation', which Alan Roland (1989) describes as a major aspect of the 
Indian/Asian 'familial self wherein foreign elements are ‘traditionalised' and no longer 
seen as Western or modem, did not occur. As pointed out by Sudhir Kakar (1981), 
changes in the society's values and institutions, transmitted through family, though they 
inevitably amend or change the psychic structure of individuals belonging to the society, 
are superficial behavioural layers, while the deepest layers may remain relatively 
unaffected through many generations. This, he explains, is particularly so, where a 
traditional identity is maintained more or less 'together' or, as Roland (1989) suggests, 
where deculturalisation occurs rapidly through a highly Westernised influence.
With further research I gained more understanding not only of the topic at hand but my 
own 'way of being'. As I became more involved with the topic I became more stuck, 
especially when 'sex and culture' came together. I realised I had to take a more objective 
stand to continue with the work.
My journey has been to recognise myself by searching my memory to find as many 
ingredients of my identity as possible, without denying any aspect of them and without 
feelings of betrayal towards others or myself. Through personal therapy I gained further 
insight into the effects of my cultural background on the analytic dyad.
Completing the literature review has been quite a task, particularly because of its very 
personal nature. However, my persistence helped me work through the barriers, as it has, 
to finally complete my literature review. I hope the review is as enlightening to the reader 
as it has been for me, and may go some way towards helping therapists identify particular 
issues arising within the therapeutic encounter.
134
References
Kakar, S. (1981). The inner world: A psychoanalytic study o f  childhood and society in 
India New Delhi: Oxford University Press.
Roland, A. (1989). In search o f self in India and Japan: Towards a cross-cultural 
psychologyM.S.h'. Princeton University Press.
Singer, M (1972). When a great tradition modernizes: an anthropological approach to 
Indian civilisation. New York: Praeger.
135
Notes for Contributors
Submissions
The Editorial Board of Counselling Psychology Review invites contributions on any 
aspects of counselling psychology. Papers concerned with professional issues, the 
training of counselling psychologists and the application and practice of counselling 
psychology are particularly welcome. The Editorial Board would also like to encourage 
the submission of letters and news of forthcoming events.
Academic and Practitioner submissions
Manuscripts should be typewritten, double spaced with 1" margins on one side of A4 
paper. Each manuscript should include a word count at the end of each page and overall. 
Sheets should be numbered. On a separate sheet include author’s name, any relevant 
qualifications, address, telephone number, current professional activity and a statement 
that the article is not under consideration elsewhere and has only been submitted to 
Counselling Psychology Review. As academic and practitioner articles are refereed, the 
rest of the manuscript should be free of information identifying the author. Authors 
should follow The Society Guidelines for the Use of Non-Sexist Language contained in 
the booklet Code of Conduct, Ethical Principles and Guidelines. Four copies of the 
manuscript should be submitted with a large s.a.e. A copy should be retained by the 
author. Bibliographic references in the text should quote the author's name and the date of 
publication thus: Davidson (1999). All references should be listed at the end of the text 
and should be double spaced in APA style. A guide to the presentation of references 
using the APA style is given in The British Psychological Society Style Guide, available 
at £3.50 per copy from The British Psychological Society, St Andrews House, 48 
Princess Road, East, Leicester LE17DR, UK. Low-quality artwork will not be used. 
Graphs, diagrams, etc., should be supplied in camera-ready form. Each should have a 
title. Written permission should be obtained by the author for the reproduction of tables, 
diagrams, etc., taken from other sources.
136
Academic submissions only
All academic submissions must include an abstract. The abstract should be no longer than 
250 words (depending on the length of the paper). It needs to be double spaced, on a 
separate sheet and headed Abstract'. The British Psychological Society's Style Guide 
provides the following information on writing abstracts: The purpose of the abstract is to 
allow the reader to assess the content of the article prior to reading the full text. In 
addition to appearing immediately below the author's name, the abstract will be used for 
indexing and information retrieval by such services as Psychological Abstracts. It should, 
therefore, be written so that it can be understood independently of the body of the paper 
(p.6). Proofs of academic and practitioner articles are sent to authors for the correction of 
typesetting errors only. The Editor needs the prompt return of proofs. Contributors should 
enclose a 3.5" disk (either DOS or Mac format) with the document saved both in its 
original word-processing format and as an ASCII file. All diagrams and other 
illustrations should be saved in their original format and as a TIFF or an EPS.
Other submissions
Book reviews, letters, details about courses and notices of forthcoming events are not 
refereed but evaluated by the Editor. However, book reviews should conform to the 
general guidelines for academic articles. Contributors should enclose two hard copies.
Submissions should be sent to:
Heather Sequeira, Editor, at heathersequeira@onetel.com
137
South-Asian clients’ accounts of their experiences of psychoanalytic/psychodynamic 
psychotherapy and the circumstances related to its premature ending: an 
interpretative phenomenological analysis.
Abstract
The role of ethnicity/culture in counselling psychology and psychotherapy has a 
relatively brief history. In particular, there has been an absence of qualitative research 
looking at the circumstances surrounding premature termination by ethnic minority 
clients. Eight female south-Asian participants were interviewed about: i) their experience 
of psychoanalytic/psychodynamic psychotherapy and their evaluation of the therapeutic 
outcome, and ii) the ways in which this may have influenced their decision to end therapy 
prematurely. Interpretative phenomenological analysis of the transcripts yielded six main 
themes: secrecy and trust, negotiating and wrestling with aspects of ‘Asianness’, 
expectations met/unmet and emotions surrounding leaving therapy, Asian clients’ 
interpretation of empathy and understanding, family transference, and personal insight 
and self reflection. This study will focus on two of the six themes: i) interpretation of 
empathy and understanding; ii) expectations met/unmet and emotions surrounding 
leaving therapy. The results suggest that participants had high expectations of therapy 
that were unmet. Their accounts suggest therapists’ lack of attunement and cultural 
awareness were felt to be a primary cause of concern. Cultural issues seemed to dominate 
their experience, which was felt to be unhealthy and a major contributory factor to 
premature termination. Implications for counselling psychology, practice, and theory are 
discussed.
Keywords: psychotherapy, culture, empathy, attunement, expectations, ethnic.
Address for correspondence: Psychology Department, School of Human Sciences, 
University of Surrey, Guildford, Surrey, GU2 7HX.
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Introduction
One of the most vexing problems faced by clinicians is that too many of those entrusted 
to their care end therapy prematurely . Literature reviews on the outcome of 
psychotherapy^"^ report that 30-60% of outpatient clients end therapy prematurely 
(Baekeland & Lundwall, 1975). Similarly, in group psychotherapy 33% to 50% of clients 
drop out of treatment (Berne, 1955; Sethna & Harrington, 1971). The pattern of 
termination is evident across diverse settings such as in-patient hospital units, community 
mental health clinics, training clinics, university counselling centres and private practice 
(Brogan, Prochaska, & Prochaska 1999; DuBrin & Zastowny, 1988; Frayn, 1992; 
Persons, Bums & Perloff, 1988; Reder & Tyson, 1980). Of the many characteristics 
researched as leading to premature termination (e.g. demographic and clinical variables, 
socio-economic status, psychological variables, interpersonal factors and therapist 
factors) one of the relatively consistent findings to emerge from these studies is that 
socio-economic status (education, occupation, income or race) is a significant predictor 
(Sue, 1977, 1998; Wierzbicki & Pekarik, 1993). It was also found that socio-economic 
status was predictive of dropping out in 16 out of 18 studies that were conducted in 
clinics that emphasised psychoanalytically orientated psychotherapy (Baekeland & 
Lundwall, 1975). In addition, current reflections over the incompatibility of Western 
theories with Asians target the interpretative or psychoanalytic models as particularly 
ineffective for this population (Leung, 1986; Tung, 1991; Yi, 1995).
Though research on the role of ethnicity/culture in counselling psychology and 
psychotherapy has a relatively brief history, there has been an increase in the field since 
the 1970s. Of the many issues addressed race/culture-based 
transference/countertransference within the therapeutic relationship and the implications 
and outcomes of ethnic matching (Atkinson, 1983; Atkinson & Schein, 1986;
The terms ‘premature/early termination’ or ‘drop out’ often remain undefined in the literature but seem 
to refer to patients or clients who terminate treatment before the clinician believes the client is ready.
As there are many forms o f  psychotherapy and counselling, which often remain undefined in studies, the 
terms ‘therapy’ and ‘psychotherapy’ will be used interchangeably in the present work, unless otherwise 
specified.
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Farsimadan, 2002; Holmes, 1992; Palmer, 1999; Saltier & Vontress, 1988) have been a 
core focus. The research also endorses the notion that various racial groups may require 
approaches or techniques that differ from White clients. The belief of some cross-cultural 
scholars is that minority clients tend to prefer and respond better to directive rather than 
nondirective approaches, that active rather than passive therapy approaches are more 
effective, and that they may desire self-disclosure of the therapists’ thoughts and feelings 
(Atkinson, Maruyama, & Matsue, 1978; Dauphinais, Dauphinais & Rowe, 1981). The 
current understanding of race/cultural phenomena suggests that the divided way of life 
between Asian and Western ‘ways of being’ can have a detrimental effect on therapy and 
significantly increase the chances of premature termination, particularly in non-matched 
dyads where there is a lack of shared beliefs and values (Cushman, 1996; Gelso & Mohr, 
2001; Kong, 1985; Sue, 1977; Sue, 1978; Tsui & Schultz, 1985; White, 1994; Yi, 1998). 
As yet, little is known about the ways in which ethnic/cultural beliefs and values may 
impact on the therapeutic relationship. Most of the research to date has been undertaken 
in the USA, and the majority of studies have employed an analogue research design or 
relied on vignettes. Analogue studies, which boast internal validity, do not typically 
represent particulars of the therapeutic process that merge over many sessions in real-life 
client therapist dyads (Vera, Speight, Mildner & Carlson, 1999). Little attention has been 
paid to the south-Asian dimension, here referred to as Indians, Pakistanis and 
Bangladeshis, and studies with actual clients.
In an attempt to understand the potential difficulties arising from within the therapeutic 
relationship when working with south-Asians, it may be useful to consider child rearing 
practices of south-Asians. It is generally accepted that parental child rearing practices 
have an impact on how individuals will relate to significant others in adulthood 
(Ainsworth, 1979, 1985, 1989; Bowlby, 1969, 1973, 1980; Fraley & Spieker, 2003; 
Fraley & Waller, 1998; Fonagy & Target, 2003; Main, Kaplan, & Cassidy, 1985). Such 
theorists have proposed that over the course of repeated interactions between infants and 
their primary caregivers infants come to develop expectations about their caregivers’ 
responsiveness and accessibility. Subsequently, these expectations become internally 
organised into inner representations or working models of the relationship between self
140
and other. These internal working models serve as a basis for guiding the child’s (and the 
later adult’s) behaviour in his/her future interactions with the social world. Studies of 
childhood in India^^, though rare and in some ways dated (Dube, 1995; Mintum, 1993; 
Minturn & Hitchcock, 1966; Mintum & Lambert, 1964; Mistry, 1993; Uberoi, 1993; 
Wadley & Derr, 1993), show that child rearing practices of south-Asians are profoundly 
different from those of the West, often in ways that shed light on differences in 
relationships and hence ‘ways of being’. In these and other studies (Khan, 2004; Sue et al 
1990; Yu, 1993) it has also been argued that this difference can negatively impact the 
therapeutic relationship as proposed from a Westem cultural perspective, for instance, by 
causing a lack of attunement (Khan, 2004; Sue et al 1990; Yu, 1993). For example, in a 
study of high caste Hindus, Carstairs (1967) found that, although there is intra-cultural 
variation, dependent qualities such as submission, passivity, and obedience are 
encouraged while independent qualities such as initiative and individual decision making 
are discouraged. As such, Indian mothers have been described as prolonging their child’s 
physical dependence on them and not training them for self-reliance (Cairstairs, 1967; 
Minturn and Hitchcock, 1966). The joint family system thus has been characterised as 
emphasising co-operative and interdependent qualities to the exclusion of individuality 
and self-reliance (Murphy 1953; Taylor, 1948).
Indeed, one may argue that child rearing practices and structure of family systems are 
undoubtedly changing (Mistry, 1993; Uberoi, 1993; Wadley & Derr, 1993), particularly 
for second and third generation south-Asians living in Westem countries where they are 
exposed to two cultural value systems. The meanings ascribed by individuals to their own 
sense of Asian or cultural identity and where they are in the process of negotiating their 
identity in relation to the host culture (Bochner, 1982) thus may have a bearing on 
therapy, to which this report will retum. However, noting that their experience is 
nonetheless mediated through a particular cultural and historical framework, the literature 
suggests possible similarities in attitudes, beliefs and values across generations (Khan, 
2004). In respect of the similarities, Kakar (2001) explains the emphasis is on the
Due to a lack o f  research studies related to the south-Asian dimension, literature related to Indian 
developmental is used to understand south-Asians. The literature suggests that though there are 
intercultural variations, similarities in child development exist (Khan, 2001).
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avoidance of frustration and the enhancement of the pleasurable mutuality of mother and 
infant, not on the child’s individuation and autonomy. He indicates the process of ego 
development in Indian children differs sharply from their Westem counterparts, therefore 
challenging Erikson’s stages of development (1963). He writes ‘The detachment of the 
mother by degrees that is considered essential to the development of a strong, 
independent ego [...] is simply not a feature of early childhood in India. The child’s 
differentiation of himself from his mother (and consequently of the ego from the id) is 
stmcturally weaker and comes chronologically later than in the West, with the outcome 
[that] the mental processes characteristic of the symbiosis of infancy play a relatively 
greater role in the personality of the adult Indian’ [2001, p53]. Hence the difficulty is 
met when using concepts from the core of psychotherapy to explain the development of 
the individual in addition to the dynamic process encountered in psychotherapy.
Though a few attempts have been made by analysts/authors such as Carstairs (1968), 
Kakar (1981, 1989, 2001, 2002), Roland (1989) and Kurtz (2002) to reconcile 
psychoanalytic theory with the development of Indian-self, the particularities of the 
Indian child rearing practices render this task difficult. Kakar (2001), for example, 
explains away the intensity of the presence of the mother during the first five years by 
suggesting that the presence of 'surrogate' mothers allows for the individuation process to 
take place. Mintum and Hitchcock's study (1966), as pointed out by Kurtz (1992), 
suggests that this bond is not as emotionally close as stated by authors such as Carstairs 
and Kakar. Kurtz thus adapts his stmctural-psychoanalytic theory to include this, and 
brings to the fore the idea that balance of emotional closeness is achieved through close 
ties with 'surrogate'^^ mothers. This, he explains like Kakar, allows the child to separate 
from the mother. Furthermore, the child's demand for the 'breast' and lack of restraint in 
toilet-training, according to the Westem view, leaves the child unable to tolerate 
frustration and control. Kakar, however, views this as a period of allowing the child to 
prepare him/herself to face future anxieties. His writings, though contradictory, suggest 
the importance of this phase as a form of'good enough' mothering (Winnicott, 1953). In 
contrast, from Kurtz's account of, for example, 'feeding on demand', a different picture is
The word 'surrogate' is used to refer to mothers-in-law, sisters, aunts and uncles (Kakar, 1978).
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portrayed. Kakar uses Seymour's (1971) study to support his hypothesis that frustration is 
experienced by the child at every level as it is only after several requests that a child may 
receive the 'breast' as gratification. What these authors together foreshadow in their 
writings thus is the inherent difficulty in meeting the ascribed developmental goals as 
outlined by Westem theory.
The named analysts'/authors' and others’ (e.g. Roland, 1988) use of mythology in their 
writings help them frame/negotiate Indian 'ways of being' and the process of 
individuation/separation within the psychoanalytic framework. Yet thorough reading of 
their works engenders a view of the Indian self as described above, i.e. as one of 
dependence. This leaves the reader questioning the universality of the psychoanalytic 
approach. Hence, although their accounts vary, what they together illustrate is that the 
whole of psychoanalytic theory may be Westem-centric. In other words, the way 
psychoanalysts conceptualise human nature and the therapeutic practices that they use are 
deeply rooted within Western culture, and may not necessarily apply to and be as 
effective with clients/patients from diverse cultures. They may miss the fact that norms 
and practices of south-Asians are profoundly different from those on which classical 
psychoanalytic theory was based. In fact, in his communication to Dr Gririndrasekhar 
Bose^^, Freud acknowledged the difference of his theoretical ideas from those in which 
Bose grounded his psychoanalytic approach (Sinha, 1966). Of course the aim is not to 
establish which way of being is the 'tmth' but to gain further understanding of some of the 
related difficulties that Westem clinicians can encounter when working with south- 
Asians. Because the interpretative or psychoanalytic models have been recognised as 
particularly ineffective with Asians, it would be invaluable to investigate particular 
difficulties arising from within this framework as a starting point.
In considering the process of change through generations and influence of Westem 
culture referred to earlier, it can be said that not all south-Asian characteristics are shared. 
South-Asians, therefore, may be left with ambivalence about their own sense of identity, 
which they may perceive as negative or something which might not be intelligible to
Dr Bose founded the Psycho-Analytic Society in Calcutta (India) in 1922.
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those from a different cultural background. This may leave Asians with a desire to fit in, 
to be accepted, not be seen as part of a disadvantaged group or the negative stereotypes 
associated with this. In considering how this may manifest in therapy, some theorists, 
whose ideas are central to ‘self presentation’ (Jones & Pittman, 1982; Schlenker & 
Pennington, 1996; Schlenker & Weigold, 1989) and identification by proxy (Thomas, 
1999), might suggest that clients may conceal negative reactions and personal 
information from the therapist in an attempt to construct desirable images of themselves 
for various audiences including the self. Lennox Thomas (1999), though his focus is on 
children, particularly children with ‘difference’, in his work, goes as far as to suggest that 
minority groups’ prolonged struggle to gain a positive sense of themselves may force 
them to obscure their difference by assuming a false or proxy self in engagement or 
communication with others, including the therapist, for self-protection.
Bearing this in mind, along with the impact of child rearing practices on later 
development, the lack of attunement between different ‘ways of being’ thus may generate 
unacceptable feelings and heighten anxiety for the client more than for his/her Western 
counterpart. As such the therapist’s empathy is considered to be indispensable to the 
therapeutic process, even though there may be differences of opinion over how it should 
be communicated -  whether indirectly through ‘empathically attuned’ interpretations or 
somewhat directly with occasional sharing of personal experience (Rowan & Jacobs, 
2002). Precisely because the therapist’s cultural values cannot be kept out of cross- 
cultural therapy, an analyst who is not reflective with respect to the cultural 
embeddedness of her or his therapeutic endeavours may suffer the danger of being 
ethnocentric. As Sue (1978) writes, when the therapy style does not match the 
communication style of the culturally different client many difficulties may arise, such as 
premature termination of the sessions and inability to establish rapport, amongst others.
Given the limited investigation of south-Asian clients’ experiences of psychoanalytic 
psychotherapy and this model of therapy as being particularly ineffective with Asians, in- 
depth accounts of their experiences and expectations of such a therapy would provide 
greater insight into the therapeutic process and relationship. More specifically, by
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focusing on clients who have dropped out of therapy and circumstances related to their 
ending, a richer account of their particular difficulties in the therapeutic relationship may 
be presented. This understanding could help inform therapists in their work with south- 
Asian clients.
In brief, the question addressed by this study regards the difficulties experienced by 
south-Asian clients that brought them to an early termination of 
psychoanalytic/psychodynamic therapy. It also attempts to identify the processes 
involved, with reference to the literature discussed above. Its objective is to provide 
therapists with insights into some of the processes that may hinder the therapeutic 
relationship and bring the therapy to an early end when working with this client group.
Method
Participants
Three different recruitment routes were considered, all of which excluded professionals 
in their capacity as therapists in the NHS and clients seen through the NHS^^. Of the three 
recruitment routes (1. via personal contacts, such as colleagues who met the inclusion 
criteria; 2. via advertisements in newspapers or posters (Appendix A l) displayed in 
libraries and community centres; and (similar to the second), 3. via 
therapists/psychotherapists/counselling psychologists^^ in private practice (Appendix A2, 
B & Cl)), responses were received via the second route, newspapers only. Fifteen 
participants contacted the researcher about participating in the research, and the 
researcher carried out a psychological fitness assessment procedure with them 
individually over the telephone (see Appendix D). Only when researcher and potential 
participant deemed it appropriate was an interview date arranged. Six potential 
participants were deemed unsuitable for the study as they did not meet the right criteria, 
and one interview was deemed inadequate for the study as during the interview it became 
clear that the participant had not terminated psychotherapy prematurely (in this case the 
interview was continued so as not to make the participant feel rejected or inferior).
All participants recruited had self-funded psychotherapy and not, at any stage, had been seen by or received any form o f  
psychological and/or psychiatric care through the NHS.
To observe confidentiality, information about the research would be forwarded to prospective participants via the therapists 
(Appendix 2 ) and the prospective participants would then contact the researeher.
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The sample consisted of eight female participants who had terminated a form"^  ^ of 
psychoanalytic/psychodynamic psychotherapy prematurely/^ where the therapist had a 
formally recognised accreditation or was eligible for accreditation (e.g. by the United 
Kingdom Council for Psychotherapy (UKCP), British Association for Counselling and 
Psychotherapy (BACP), Division of Counselling Psychology or Clinical Psychology of 
the British Psychological Society (BPS)). All participants were of south-Asian origin, 
were fluent in the English language, had entered at least once-weekly self-funded 
psychoanalytic/psychodynamic psychotherapy and had terminated it no less than two 
years from the time of participating in the research. Eligibility for participation also 
required that they be ‘not severely disturbed’ (i.e. exclusion of anyone diagnosed with 
personality disorder, psychosis or schizophrenia/schizoaffective disorder). The inclusion 
of the latter two criteria were considered important in order to facilitate the interview and 
obtain ’sound’ information, and also to minimise any risk to their well-being (Tindall, 
1994) of reviewing their experience of therapy following premature termination. In 
addition, inclusion of such persons would compromise the findings due to their 
difficulties with engaging, the ways in which they might deal with relationship issues and 
their delusional beliefs of a persecutory nature.
Demographic information
Participants’ mean age was 31 years (range 25-45; SD 6.67). All participants were bom 
in the UK of parents who had moved as immigrants to the UK. While each classified 
herself as British-Asian, three described themselves as Indian-Hindu, two as Indian-Sikh, 
one as Indian-Muslim and two as Pakistani-Muslim. Four of the participants came from a 
family of four or more siblings and four from less than four. Three of the participants 
described themselves as having strong religious beliefs (two Muslims; one Sikh). At the 
time of the study, one participant described her current status as married, two as living 
with their partners, three as living at home with their parents and two as separated with
Due to few  participant responses, it was decided that those participants who were uncertain o f  the theoretical orientation but 
believed that they had a form o f  psychoanalytic/psychodynamic therapy were deemed suitable for the study. Similarly, one participant 
was recruited who had undergone group psychotherapy o f  the same orientation. This was deemed suitable as it would g ive a richer 
account o f  experiences o f  this orientation.
■*' The term refers to clients who terminate therapy prior to the agreed contract or before the clinician believes the client is ready.
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children. The participants were recruited from various areas of the country with the 
majority coming from the Greater London area.
In terms of their highest qualification, one participant had a PhD, two participants had a 
Masters degree, and five participants had a Bachelor degree. One participant was 
unemployed, one was an administrator, one was in a mental health profession, one was a 
civil servant, one was a designer, one was in education, one was in a legal profession and 
one was in medicine.
In terms of reasons for seeking help, two of the participants described themselves as 
being depressed, three as depressed/having relationship difficulties, one as 
depressed/drug misuse, one as having relationship difficulties and one as having suffered 
an external traumatic event. Three of the participants had entered long-term therapy 
(classified here as more than one year) and five had entered short-term (classified here as 
3-9 months). One had terminated therapy by leaving a telephone message, one announced 
during her session that she was not returning again and the remainder did not return 
(DNR). Please refer to Table 1 for a summary of participants’ history of therapy.
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Table 1. Summary of participants’ history with therapy
Participants 8 Females
Undertaking therapy at 
time o f  interview
3 Participants
•  1 participant undertaking CBT
• 1 participant undertaking 
Psychoanalytic
•  1 participant undertaking integrative
Duration o f  prematurely
terminated
psychoanalytic/
psychodynamic
psychotherapy
Long-term: range 8-14 months 
Termination at:
•  8 months (contract: open-ended)
• 9 months (group contract: 1 year)
• 13/14 months (contract: open-ended) 
Short-term: range 3 sessions-9 months
• 4 sessions (contract: 12 sessions)
•  6 sessions (contract: 12 sessions)
•  7 sessions (contract: 4 months)
•  7 sessions (contract: 6 months)
•  10 sessions (contract: 9 months)
Previous experience o f  
therapy
Long-term: 2 Participants 
Short-term: 4 Participants
•  2 Participants had no prior experience
• 2 Participants had 1 prior experience
• 3 Participants had 2 prior experiences
•  1 Participants had 3 prior experiences
Type o f  therapy 
previously encountered
1 participant had Person-centred 
1 participant was unsure o f  orientation 
1 participant had CBT and group 
therapy
1 participant Marriage counselling and 
couple therapy
2 participants had counselling
1 participant had group psychoanalytic
Previously
successful/unsuccessful
•  4 accounts were given where
participants successfully completed
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completion o f  therapy therapy.
•  7 accounts were given where
participants did not return to therapy
(DNA).
Data collection/interview procedure
The data were gathered through the application of semi-structured face-to-face interviews 
focusing on each participant’s experience of psychoanalytic/psychodynamic 
psychotherapy and the meaning this had in relation to ending prematurely. This interview 
technique with its open-ended questions is strongly associated with qualitative research 
methods (Smith, 1995). It facilitates participant disclosure of relevant information by 
providing a framework that outlines areas to be discussed but has the flexibility to 
facilitate expansion of the participants’ narratives. This gives participants the opportunity 
to include information which is important to them but may not have been anticipated by 
the researcher (Burman, 1994), thus potentially providing a rich source of data. 
Moreover, as revisiting an experience of psychotherapy, particularly one that has not 
been worked through, can be of a potentially sensitive nature, it was thought that a 
psychological interview might be able to contain some of the potential anxiety and 
distress that could arise, and might even deliver some useful insights (Coyle & Wright, 
1996).
Prior to the interview, a written explanation of the nature of the study and its aims (see 
Appendix E), a copy of the demographic form (see Appendix F) and the consent form 
(see Appendix G) were sent via e-mail/post to all prospective participants for them to 
familiarise themselves with what would be expected if they were to participate in the 
study and to gain informed consent if they agreed to this (Tindall, 1994). The participants 
were each interviewed in public places local to them, such as community centres and 
libraries, of the participant’s choice. The locality served as an important security factor 
for both the researcher and the participant and thus needed to be considered as ‘mutually 
safe’. Each participant was given a consent form to sign and a demographic 
questionnaire to complete, if he/she had not already done so. Also, information about
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support/counselling services (see Appendix H) was provided at the beginning of the 
interview rather than the end to avoid implying that the participant needed help. Each 
interview took approximately an hour and fifteen minutes. After each interview proper 
the researcher took time to debrief the participants, which gave them an opportunity to 
ask questions, make comments or provide their own feedback on the interview process 
and discuss feelings evoked by it. It further entailed assessment of their well-being to 
check if they felt unsettled. Also, the researcher, with the participants’ permission, 
contacted them at a later stage to verify their well-being. On contact, it was found that 
participants did not feel distressed following the interview and therefore did not need to 
contact any of the agencies.
Interview Schedule
The interview schedule (Appendix I) explored each participant’s experience of 
psychodynamic/psychoanalytic psychotherapy and the circumstances related to its 
premature ending. This also entailed exploring aspects related to starting therapy, the 
presenting problem, their expectations about therapy and whether these were met or 
unmet, and the context in which they had therapy to provide a richer account of their 
experience. These questions were developed partly from the researcher’s own experience 
as a practitioner and of personal therapy, in addition to insights gained from a recent 
literature review (Khan, 2004) and research looking at premature termination. The 
interview schedule followed a ‘funnelling’ approach (Cuba & Lincoln, 1981) and 
consisted of open-ended questions supplemented by reflections on the emotion or content 
of responses for clarification and probes. Once the interview schedule was designed, it 
was sent to relevant informants in order to obtain their feedback and to make any 
necessary changes."^  ^During the interview, questions were omitted if it was felt that the 
participant had previously covered that area adequately. Similarly, the order o f the 
questions was often changed to allow for individual variability and allow a smooth flow 
of the interview.
Dr Riccardo Draghi-Lorenz, University o f  Surrey; Ms Nadia Alim a chartered counselling psychologist who had experiences o f  
Asian client’s premature endings; and Ms Nazi (pseudonym) a colleague who had ended therapy prematurely. As discussions had 
taken place between the researcher and Ms Nazi she was not interviewed about her experience. Due to the small pool o f  accessible  
participants for this study prospective participants who called the researcher were reserved for the study itself.
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Data analysis/procedure
The interviews were transcribed and subjected to Interpretative Phenomenological 
Analysis (IPA) (Smith, Flowers & Osborne, 1997; Smith, 1996; Smith, Jarman & 
Osborn, 1999; Smith, 2004), which seemed ideally suited to the present study’s research 
aims. The researcher’s position is similar to that of an empathie therapist whose aim is to 
explore the participant’s view of the world of the phenomena under investigation by 
adopting, as far as possible, an ‘insider’s perspective’ (Conrad, 1987). IPA recognises, 
however, that such an analysis is a subjective process as the researcher’s interest and 
investment in the research topic will inevitably mould the questions asked in some way, 
raising questions about the issue of reliability (Elliott, Fischer & Rennie, 1999). 
However, IPA does not claim that participants’ accounts are transparent, but these 
accounts are taken at face value as it assumes that reality cannot be fully apprehended, 
only approximated. It is widely accepted that the verbal reports produced in the interview 
can allow for meaningful interpretations to be made about the participant’s thinking 
(Smith et al., 1977). IPA is thus a method of data analysis that emphasises not only the 
participant’s subjective perception and personal account of his or her experiences but the 
researcher's involvement with the data in the analytic process. It is inevitable, therefore, 
that the researcher’s ‘speaking position’ as a south-Asian who has lived most of her life 
in the UK, a trainee, a therapist and a client undergoing psychoanalytic/psychodynamic 
therapy is likely to have influenced the study by shaping its focus and interpretation in 
some way (see Appendix K). In this study, however, it was felt that the researcher’s 
awareness of the potential for an overly personal and idiosyncratic interpretation of the 
data could be useful in helping to provide a balanced analysis. The aim was to try to 
understand the content and complexity of participants’ accounts through an interpretative 
engagement with the transcripts that was informed by, but not driven by, the researcher’s 
ethnic background and pre-existing understanding of premature ending and the 
psychotherapeutic process.
Each transcript was read several times to familiarise the researcher with the content. The 
transcript that seemed to be the richest in terms of data and diversity was analysed first. 
In the left-hand margin very broad and unfocused notes were made that reflected the
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initial thoughts and observations in response to the text. Each re-reading allowed the 
researcher to become intimate with the accounts and the notes in the left-hand margin 
were added to, adjusted, elaborated and edited. The emerging theme titles, which 
encapsulated the core issues and ideas in the left-hand margin, were written in the right- 
hand margin. This procedure was applied to all the transcripts so that a theme and 
passage list was created for each, which was then added to the emerging master list. As 
each transcript was added, new understandings and themes emerged, leading to the 
creation of new themes through the clustering of several original themes, and 
commonalities began to emerge across the range of experiences. Because of the nature of 
this research, individual differences were an important element and also it was often this 
variation that led to the creation of new themes. In this way, a ‘master list’ of themes was 
arrived at, with extracts from the transcripts grouped under the theme headings (see 
Appendix L) from which selected significant themes became the core focus of the report.
To sharpen psychological understanding of processes involved in the participants’ 
dilemmas associated with premature termination, emergent relevant theoretical concepts 
were then applied to the data in a post hoc way, whilst avoiding swamping the 
participants’ phénoménologies with imported theoretical frameworks.
Recognising the criticisms of qualitative work, the researcher followed the 
recommendations of various authors (e.g. Elliott et al., 1999; Smith, 2004; Smith et al., 
1999; Stiles, 1993; Yardley, 2000) to establish credibility for the findings. The evaluative 
criteria centre on a sensitivity to context in terms of awareness and acknowledgment of 
the existing literature, the appropriateness of the sample to the research question, and a 
sufficiently described sample to enable the reader to judge how widely results might 
apply. Furthermore, it reflects the degree in which the study is sensitive to the data itself 
and “how well the argument is evidenced with the material drawn from participants” 
(Smith, 2004). Transparency, that is an openness in describing the nature of participant 
recruitment and the method of data collection and analysis regarding the analytic 
procedure, thus allows the reader to assess the persuasiveness and coherence of the 
analysis themselves (Elliott et al, 1999). In this study, themes were reassessed by a
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colleague to ensure that they reflected as accurately as possible information that was 
grounded in data, to reduce the possibility of overly ‘idiosyncratic interpretation’ (Parker, 
1994; Smith et al., 1999; Tindall, 1994). Sufficient examples, presented in the form of 
raw data, enable the reader to judge the viability of the accompanying interpretations.
The raw data are presented by reproducing quotations exactly as spoken by participants 
and have not been corrected for grammar. Empty square brackets [ ] indicate omission of 
material; square brackets containing text [...] provide information to elucidate what has 
been said; double quotation marks “...” indicate quotations from participants. Bold type 
indicates a main theme and italics indicate a sub-theme. Finally, place names have been 
changed and pseudonyms have been used in order to preserve confidentiality of the 
participant.
Analysis
The analysis revealed six superordinate categories: (i) secrecy and trust, (ii) negotiating 
and wrestling with aspects of Asianness, (iii) expectations met/unmet and emotions 
surrounding leaving therapy, (iv) Asian clients’ interpretation of empathy and 
understanding, (v) family transference and (vi) personal insight and self-reflection (see 
Appendix L). An attempt was made to develop themes as mutually exclusive and 
exhaustive of relevant material as possible; nevertheless, there are interactions and 
overlaps between them.
Across all themes, participants appeared to review their experience of psychotherapy and 
origins of termination through a cultural lens reflecting earlier interactions with 
significant persons and cultural traditions. However, two themes appeared more 
explicitly related to the question addressed in the study: their interpretation of empathy 
and understanding, and their met/unmet expectations and emotions surrounding leaving 
therapy. These appeared pregnant with cultural beliefs, values and ‘ways of being’ that 
interfered with therapy, leading to impasse and early termination. It is important to note 
that these themes are not specific to south-Asian clients, yet they could be considered as
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particularly likely to emerge more intensely because of their upbringing, as outlined in 
the introduction. For this reason, as well as reasons of space, the focus of the following 
analyses concentrates on these two themes only.
Asian clients’ interpretation of empathy and understanding
When talking about their experience of psychotherapy, participant accounts were often 
littered with what might be considered interactional factors, specifically the therapist’s 
ability to understand and his/her style of relating, in addition to aspects related to the 
theoretical orientation and the therapeutic setting. Specifically, all participants 
demonstrated a need for empathie understanding, which was most clearly articulated by 
Sirah, and the perceived lack of which made her feel unsafe to open up.
I just want her to open up and show some emotion [...] obviously when I’m 
crying there’s nothing, you know. I thought, “God it’s not safe to cry in here” and 
that’s really scary [...]. I really didn’t want to open up to her. The whole time I 
was there I just wanted to end it [...] you would basically go to the room and 
there’d be nothing said. [...]I would do all the talking, [...] there were no 
comments, you know, I found that really really daunting. I found that really 
difficult. [...] The reaction I kept getting, she was completely closed, I didn’t 
know anything about her.
It was clear from this extract, and from other things contained in this participant’s 
account, that the core of her difficulties lay in her wanting some form of self-disclosure 
and reassurance which might then have given her a feeling of being contained. 
Interestingly, however, Sirah talks of another experience of therapy with a different 
theoretical orientation where the boundaries seemed a bit blurred with too much self­
disclosure and that was felt to be unchallenging. For example,
I thought whoa! It’s really easy ‘cause, you know, he was telling me a lot about 
[...] himself, [...] but then I don’t know [...] I didn’t benefit from it [...] I was
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regarding him as a friend and I couldn’t open up to him any more. It’s not like a 
[...] patient-therapist relationship.
Much has been written about therapists’ self-disclosure and the potential pros and cons, 
particularly in cross-cultural counselling where the therapist’s openness and active forms 
of helping are perceived to be more credible, making the therapist more approachable 
(Ivey, 1981, 1986; Sue, 1981). Interestingly, Kohut (1971, 1977, 1984) argues that the 
“experience distant” detached way in which the classical analyst understood the patient 
was not helpful. For Kohut, empathy does not imply collusion or metaphorically 
providing the client with “milk and cookies” (Kahn, 1997, p i00), but rather “[tjhese 
demands are consistently interpreted in a tactful, non-hurtful, non-humiliating manner” 
coupled with an explanation of their “role in the psychic economy” (Goldberg, 1978, 
p.447-448).
In addition to a need for a form of disclosure that was growth facilitating, Sirah’s 
accounts of both therapies conveyed a feeling of not being understood, a common theme 
throughout all participant accounts. For example, Hannah said.
When you’re sitting there with someone listening to you not really giving you any 
input you have this whole thing of you’re not really going to understand anything 
I’m saying to you [...] because you’re from [...] a completely different life style 
[...] To me it’s just someone sitting there throwing in interpretations but they’re 
not really with me, you know, the sort of cultural side of me.
The above accounts and others reflect the difficulties encountered by many ethnic 
minority groups around mistrust related to not being understood by someone who is so 
different from them (Lijtmaer, 2000). This therefore begs the question of whether such 
difficulties were encountered because of ethnic dissimilarity. For example, Indi said.
Initially I think she said she had other Asian patients and I thought well she must 
understand the Asian culture [...] After a while I thought, well it’s really bad to
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say this, but I thought, like you’re ‘white’ [...] as if you’re really going to 
understand this.
There’s been many times when I’ve felt she’s not understood. It’s like I’ve tried 
really to kind of make her see by giving her big explanations of how it is [in 
Asian culture] [Rajinder]
What these examples and other accounts appeared to have in common was that the 
feelings of not being understood were all related to cultural aspects rather than any other 
phenomenon. In such a case one might be inclined to agree with the findings of Beutler, 
Zetzer and Williams (1996) and Farsimadan (2002) that the [strength of the] therapeutic 
alliance (although not a key concept in psychoanalytic psychotherapy but important 
particularly in brief or short-term therapy (Mander, 2000)) may be enhanced by assigning 
therapists to clients with similar ethnicity, and thereby lead to a more positive outcome. 
However, in Sirah’s account, an ethnically matched client-therapist dyad did not lead to 
better understanding of Asian family dynamics and thereby the extent of her problem. 
For example,
I don’t think she did [understand] and if she did, she didn’t latch on that she did 
understand. [...]. I had to give examples of say this is how it is in Asian societies 
and cultures. It’s like she wasn’t hearing me.
This raises questions about other processes and their potential impact on the therapeutic 
relationship and outcome. In their talk, participants also referred to several thoughts, 
feelings and emotions that were triggered by the lack of attunement, which might be 
understood as possible factors that influenced the decision to terminate early. For 
example.
If someone doesn’t understand you, how can they help you. That really frustrated 
me. [Hannah]
I felt really misunderstood. [Indi]
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If someone could understand it makes you more open. [Sirah]
Part of the difficulty was that I felt what’s the point, ‘cause he wouldn’t have 
understood [...], it defeats the purpose of therapy really. [Mindy]
Their explanation of what they perceived as the difficulty is most aptly and clearly 
articulated by Sati:
I think to be fair to them [therapists] they tried to understand my background and 
how it may have affected me but at some point they don’t understand it because 
they don’t share it.
This was a common feeling amongst all the participants, for example:
He did try to understand [...] and would say, you know, yes or no they agree with 
whatever you’re saying or understand what you’re saying but really they don’t 
understand because they don’t come from that same background. They’ve not 
experienced certain things. They’ve not experienced the way of life that I’ve had. 
The way they’ve had things, it’s a different way of living, very different. [Mindy]
However, Sati takes her thoughts further and is unique in what she says:
I think Asians can be short sighted as well, there’re Asians who come from Asia 
and there’re Asians who have grown up here. So maybe in the next generation 
there will be people who understand our generation better [...] because there is a 
difference.
Sati’s point suggests that there is a gap in understanding as the new generations come 
into being reflecting a culture of their own, an area that clearly needs further research. 
However, participants’ talk also supports Frith’s (1998) argument related to the ‘other’
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even when the client-patient dyad is ethnically matched (e.g. in Sirah’s account below) 
that “knowledge... [should not be] taken for granted as shared, but rather must be 
investigated” (p535). This leaves room for thinking further about ‘matched’ dyads and 
how much might really be understood.
In their accounts, participants also qualified what they felt was not understood in relation 
to Asian family dynamics, and cultural and religious aspects of themselves. For example, 
Sirah said,
[The therapist was] Not picking up on things like, well in Asian culture you don’t 
do this [...] “maybe your [X] could have done things differently or maybe it’s 
nothing to do with culture”. [I feel] You don’t [...] go against them in a way that 
would consciously, consciously hurt them. [...] your family you’re very close 
knit. And I don’t think she understood that. It’s like well “any normal person 
would have done this or that. You should have thrown [X] out”. It was like you 
don’t do that with [in] Asian culture, no matter what difficulties.
There were certain things she didn’t understand, like why I couldn’t tell my 
family about [X] and all the hiding [...]. It was like well if that’s what you want 
then tell them. [Camal]
I just felt “You’re not going to understand why I didn’t tell my family that I was 
with somebody” [Hannah]
You’ve got to respect your husband and not answer back and, you know, you 
can’t be as open with them as, for example, the white therapists are or the white 
people are [...] that respect has to stay there and that’s what they don’t understand 
[...]. On one occasion the therapist said to me “Well, why don’t you stand up to 
him and speak? Surely by talking it would make things better?”. She could see I 
was emotional but that was the one thing we kept clashing on. It’s as simple as 
that and she wasn’t understanding. [Mindy]
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The very fact of working analytically means that interpretations are predominantly 
derived from a Western developmental framework. This may or may not be meaningful 
to clients and raises interesting questions about what underlies it. Is it a part of their 
defensive organisation or is something crucial missing that relates to a lack of 
understanding of the way they have construed themselves in terms of quite a different 
meaning system that relates to their culture and/or religion. The accounts seem to support 
Helms and Cook (1999) in making reference to the racial identity theory (Helms, 1990; 
Helms et al. 1999), which suggests that the quality of the therapeutic relationship might 
be significantly affected by both similarities and differences in patients’ and therapists’ 
culture-based values, worldviews and communication styles (e.g. Felton, 1986; LaRoche, 
1999) and therefore can lead to premature termination. This is particularly the case if a 
racial transference"^^ develops as an overriding concern based on the patients’ salient 
identity groups and is not worked through. However, there is a danger, as Schachter and 
Butt (1968) indicate, that psychodynamics can get cathected onto race and at times 
foreshadow the developing positive transference onto the analyst.
Amongst the participants’ accounts were numerous other feelings associated with what 
might be described as emphatic failures, where the therapist’s style was not perceived to 
be facilitating. Being stereotyped was the most dominant theme running through their 
accounts of happenings in therapy that was felt to get in the way of understanding. For 
example.
Without trying they would subscribe to some stereotype, that I was submissive 
because I was Asian. Now that might be true. I might be submissive but then that 
might be because I’m a female and females tend to be more submissive than men 
[...] These are quite complex things. You know, that I, that Asian women are not
In short, transference is a form o f displacement, “it represents the conflicts o f the m ind...it is a medium 
through which the individual’s drama is played out with the analyst; a new experience influenced by the 
repetition o f  the past rather than an earlier one” (Cooper, 1987, 1987, p.97). One could argue that a fully 
developed transference constitutes a unique psychological fingerprint (Caper, 2000, p.36). It is important to 
attend to transference issues in psychodynamic psychotherapy to gain more understanding about the 
patient.
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allowed to express themselves. I mean I never had any of those excuses, my 
parents were very forward thinking and very liberal. [Sati]
She would give me parallels of how it is [in Asian culture]. Some Asians might be 
like that but I come from a family where we’ve always been taught to stand on 
our feet not take any shit [...] I didn’t think that really helped, she really didn’t 
understand me. [Hannah]
Rajinder, who had undergone group therapy, also conveyed a feeling of being 
stereotyped. For example,
I was made to feel like I was complaining and whinging like a spoilt child ‘cause 
they would come out with comments like “Asians get looked after by their parents 
more than others [...] it doesn’t stop when they’re 18”. Now they might do but it 
wasn’t like that for me.
Interpersonal feedback from group members as well as group leaders can be helpful and 
growth facilitating, particularly if members are able to express their resentment toward 
each other based on their internalised images of racial/ethnic groups (Yalom, 1995). 
However, in Rajinder’s account it appeared that she was unable to voice her concerns:
I would find that I’d lose my voice and end up not saying anything.
Several other experiences reflecting interpersonal relating styles of the therapist that were 
experienced as inhibiting and lacking attunement were more varied and specific. For 
example,
I just felt, “I can’t connect with you. I don’t actually want to tell you anything 
[...] and I think that was more to do with the therapist than anything else. [Mindy]
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I think it was more the way therapy was done. It’s the type of therapy, it’s more 
about, if they seem open or how they put themselves across. It doesn’t matter 
whether the therapist is a male or a female. [Sirah]
I think it was difficult because I think she had a plan of how it should be and she 
would help me and that’s how it would be and then I’d turn out fine and she had it 
all nicely wrapped up and it never did. I think it was really frustrating and I never 
felt that with my individual therapist. [Rajinder]
The sex of the therapist was commonly considered as unimportant like in Sirah’s account 
above. However, to encourage a greater sense of attunement all but one participant’s 
account echoed a strong preference for a therapist of similar age in addition to the 
personality, over an ethnically matched therapist. For example.
The same age might really be helpful, yes, I think they’d be more empathie. I 
think they’d be more understanding of our generation. [Camal]
I think the therapist, the way they relate to you, you know, ultimately I think with 
age the personality of the therapist is really important. [Indi]
The role played by therapist factors in dropping out probably reflects the strong 
traditional emphasis on transference, countertransference, and the therapist-patient 
relationship in psychoanalytically orientated psychotherapy. Although it is difficult to 
assess the therapists’ attitudes from participant accounts, what is reflected in the data is 
that racial/ethnic minority participants rank factors such as similarity of attitude, values, 
and personality as more important in determining their preferences for a therapist than 
they do racial similarity, which contradicts Farsimadan’s (2002) research. However, 
Hannah’s and Sirah’s accounts gave slightly different reasons for wanting a therapist of 
similar age, which represented something of their own difficulties. Similarity in this 
sense gave them a greater sense of safety whereby they could be more open. For 
example.
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I think, to be honest. I’d prefer a Western therapist to an Asian and especially not 
one that is Muslim and [X] because ultimately you don’t want to feel smaller than 
you already do [...]. I think I’d feel more vulnerable to being judged by them but 
maybe someone of the same age would be able to relate better [...] Also, I think it 
wouldn’t really bother me what I tell them. [Hannah]
If I had a therapist like the same age group. [...] maybe someone who I could talk 
to at the same level with [...] I could tell them anything [...] it’s not like an older 
person that I have to respect this person or feel scared of opening up, you know, 
because of the cultural control and things. [Sirah]
Sati’s account also appeared to represent what other participants appear to be referring to, 
for example,
I don’t think it’s important to have an Asian therapist, well at least not for me. I 
think I need a therapist who is culturally aware and someone who is free thinking 
and open minded. I think they would be perhaps more accepting and 
understanding. At the moment I feel like an anomaly.
Their need for a therapist of similar age could be seen as partly supporting Strong’s 
(1968) model of interpersonal influence. The model proposes that perceived therapist 
credibility (trustworthiness and expertness) and attractiveness (similarity and liking) 
enhances the client’s involvement in therapy which may in turn lead to change in the 
client’s cognition, affect and behaviour. However, the fear associated with cultural values 
seemed to create coldness towards ethnically matched dyads suggesting that there would 
be both conscious and unconscious communications between therapist and client that, if 
not processed and worked through, could be growth inhibiting. What seemed to be 
missing in their accounts were therapists’ facilitative conditions (e.g. acceptance, 
empathy, respect and understanding). It appeared that those who were having a current
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form of therapy at the time of interview found these qualities/skills to be present. One of 
these was with a therapist of psychoanalytic orientation. For example, Rajinder said,
I think there’s a big difference [between group and individual], I never felt safe in 
the group [...]. With my individual therapist, she makes me feel really safe. I feel 
I can say almost anything to her. If there’s something, like about my culture or 
something that she doesn’t understand she’ll actually ask me and then talk about it 
and she seems to understand [...] Maybe it’s the one to one that I like [...] It’s 
like I know where I stand with her, in the group it gets a bit chatty and a bit jokey 
but with this therapy it doesn’t feel like my feelings don’t get heard.
Hannah expressed similar positive feelings. For example.
With my current therapist [CBT], he’s really good. He knows how to pick up on 
things and he’ll let me sort of sit with them. I’m not sure how much was about her 
[previous therapist] lack of understanding or the type of therapy. Parts of it most 
certainly were because it was all about the Asian culture whereas now it’s not 
necessarily about that. Maybe that’s why I’m finding it more useful because it’s 
not about my culture it’s about me. I think it’s the type of therapy I really need, 
where he sort of helps me think about things and what I should do. He doesn’t 
need to understand the cultural me because I’m not giving him that to understand 
so there’s no attachment. His skin colour or religion don’t come into account 
because it’s not necessary.
Here the participant appears to be uncertain about certain aspects of her experience and 
seems to separate herself from her culture, wherein the conflict appears to be rife, as 
perhaps a way of managing more difficult feelings. Similarly, Rajinder and others made a 
distinction in that, if the issue was unrelated to culture, then neither the therapists’ 
background nor their understanding of the culture would matter. For example.
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Because it was something that happened to me rather than something to do with 
my culture, I felt that it didn’t matter who the therapist was. I just needed to tell 
my story and it wouldn’t have mattered who it was. [Sabina]
Preference for a more culturally aware therapist appeared to be in terms of the extent to 
which participants felt cultural issues may be relevant to the presenting problem and 
require an understanding. This may be seen as echoing Bennett and BigFoot-Sipes’ 
(1991) findings on the relationship between preference for therapist characteristics and 
type of presenting problem amongst ethnic minority clients. Also, while it is difficult to 
assess the level of dependency from any of the participants’ accounts, it may be worth 
considering the findings of Heilbrun (1970), particularly in the instance where 
participants have returned to therapy several times, as in Hannah’s case. Heilbrun 
proposed that early frustration of dependency facilitated help-seeking behaviour 
elsewhere and demonstrated that those who terminated early indicated a stronger 
preference for directive therapist responses than did those that continued with therapy.
Expectations met/unmet and emotions surrounding leaving therapv 
The above can be considered in the context of expectations that participants may have 
had prior to starting therapy and also once they had met their therapist. The literature on 
early termination suggests that client expectations about therapy and client factors 
(personality, history, motivation) can have an impact on the outcome of therapy 
(Baekeland & Lundwall, 1975). A common feature amongst participants’ accounts was 
that of high expectations about therapy prior to their first meeting. For example.
My friend had a good relationship with her therapist and recommended that I go 
for it. I thought that maybe my therapist being like similar [...] was a plus point. I 
thought that maybe she could understand more about culture and she didn’t. 
[Sirah]
Sirah’s expectation of her therapist’s similarity as something positive resulted in 
disappointment and appeared to permeate the therapeutic relationship, in addition to other
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difficulties addressed in the section above. Sati gave a slightly different account that was 
tainted by her previous experience of therapy of person-centred orientation:
I had a huge expectation after hearing about my friend who had been on a waiting 
list for over a year [...] I suppose you’d think going private would be the same if 
not a better service. [...] but I was shattered after my first experience at the way I 
was treated [...]. Somewhere I realised I really had to deal with my problems [...] 
I couldn’t go on with the way I was feeling so I tried again. I didn’t really have an 
expectation this time. I think I hoped that it would be different and in some way it 
was. [Sati]
In Sati’s account, her experience of therapy reformed in a positive direction. In contrast, a 
few participants’ accounts reflected initial negativity about therapy before being 
persuaded that it might be different and helpful. This was most clearly articulated by Indi:
I didn’t feel comfortable about the idea of therapy [...]. My initial reaction was “I 
don’t really want this”. But my [X] managed to persuade me because he had seen 
a therapist and said that “Look I don’t say this to many people but it did help me”. 
[Indi]
A slight but important variation was given by Camal:
I didn’t think much of therapy but my [X] said that I should give it a try. I 
suppose I was desperate to sort things out. And it [CBT] did help a little. But I got 
much more out of talking to my friends. And someone said “Try (you know) this 
therapy”. But this therapist didn’t give me any advice at all. I would go there and 
just talk but I can do that with my friends. I was expecting her to tell me things 
[...] tell me what to do like the other therapist. And tell me about how people 
operate. [Camal]
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In considering the above, it appears that for Camal psychodynamic therapy was clearly 
not the type of therapy she was looking for; she expected structure and solutions. In 
addition it appeared that she, like Indi, was poorly motivated and perhaps not 
psychologically minded from other things contained in their accounts. This supports 
research that poor motivation predicts early termination (Baekeland et al, 1975). 
However, interestingly, research also suggests that those poorly motivated are less likely 
to have had previous treatment or be self-referred (Baekeland et al, 1975). Like 
motivation, lack of psychological mindedness has been described as a major factor in 
investigations of dropping out of psychotherapy (Baekeland et al, 1975). It is a complex 
phenomenon and it is recommended that some degree of psychological mindedness is 
important for insight-orientated/psychoanalytic/psychodynamic psychotherapy.
Participants’ accounts of the therapeutic process, in addition to those discussed in the 
section related to empathy, suggest that they expected much more from the therapist. For 
example.
When I started I thought that it would go further but then as time went on I 
thought, “No be realistic. This is all you’re going to get. [...]” I expected for 
things to go deeper. I think the problem was that everything seemed to be hung on 
stereotypes [...]. I mean she was a very sweet lady but I didn’t expect to be 
having a battle with her trying to prove to her that, you know, we’re not all like T 
man, she woman’. That really frustrated me. I thought she would be more 
understanding. [Hannah]
I expected to change myself, learn things [and so on] but I didn’t expect it to be 
difficult, it was really trying. [...] I think apart from going through the difficulties, 
I think for me therapy is a place where I could go and feel free, talk freely. It’s a 
safe room where you can say anything you want. It’s telling the person how you 
feel and allowed to say it, but if there’s that barrier, you know, then you can’t 
really do that. [...] I think I expect to feel free and not judged. It would be 
fantastic if you could have that and be able to talk freely. [Sirah]
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Like Sirah, several other participants also spoke about an expectation of therapy as not 
difficult. This might not be specific to south-Asian people in respect of social 
representations of therapy but it might be more of a concern for them, particularly in 
view of the lack of accessible services for south-Asians. As such, it may leave them less 
aware than White persons of what therapy entails and be considered as one of many 
factors influencing premature termination. Sirah’s account also appeared to represent an 
idealised image of therapy, which was also represented by many of the participants. 
Again, though not specific to south-Asians, this might be considered in terms of Kakar’s 
(2001) analysis that ‘primary processes’ characteristic of the symbiosis of infancy play a 
relatively larger role in the personality of the adult ‘Asian’. Their accounts suggest that 
this image was in sharp contrast to their experience within the family, where they felt 
controlled and restricted by cultural barriers, and thus might be the cause of conflict 
within therapy. This was most aptly articulated by Hannah, and in doing so she 
distinguishes between two types of therapy, CBT and psychodynamic.
For me the room was a really dingy place but it had a few chairs and my current 
therapist said “Sit where you feel comfortable.” [...] I feel like Fve got a choice, 
sort of freedom to sit where I want and not be told. [...]. It’s so small and such an 
insignificant thing but I suppose maybe we don’t get that in everyday life. We do 
but it’s so restricted especially like the Asian culture where there are a lot of 
things we shouldn’t do or are told not to do more so than, you know, the 
Westerners. [...] and if you get those same sort of feelings coming up in therapy 
like I did [in the psychodynamic therapy] then it’s not really going to help you. 
It’s funny but I think that’s why I went for a [Western partner]. But now that’s the 
biggest thing we clash on.
The context had quite an impact on Hannah’s experience of therapy. While this is not in 
any way unusual in client work, it nonetheless emphasises an aspect that might be unique 
to the experience of therapy with south-Asians. Hannah’s account concerning her partner 
also echoes a conscious/unconscious communication of the reasons why she may have
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been attracted to therapy in addition to the need to address her presenting problems. This 
was a common feature and most clearly articulated by Rajinder through a process by 
which she also distinguished between two therapies of psychoanalytic orientation -  group 
and individual.
I think one of the reasons why I’m drawn to psychology myself is because it looks 
at the individual. It’s very different to what I’ve grown up with. It’s like I’ve 
always had to think about me in terms of my family or the culture and it’s never 
really been about me,[...] what’s acceptable to me and I think when I went for 
group therapy I had a bad experience again, you know, like I felt at home and I 
thought “I don’t need this” [...] whereas my individual therapy it’s sort of 
allowed me to be free and be heard not forcing me to do things or be something 
I’m not.
Her account suggests a sense of resentment at perhaps a re-enactment of the family 
dynamics. The group can be seen to represent a social microcosm in which individuals 
will interact as they would in their social sphere. In other words, aspects of the past are 
played out in the present (Yalom, 1995). This is not much different to the transferential 
relationship in individual therapy. However, it was interesting to note a commonality 
among participants’ accounts, that of ‘giving therapy a chance’ and how for some this 
was neither the first experience nor the last. For example, Indi said
go
I didn’t warm up to the therapist from the first session but I thought, “I’ll give it a
[The therapist] knew I was finding it difficult. [...] She even said, “Maybe it’s 
you”. So I thought, “Maybe she’s right”, you know. I’d respect what she would 
say, so I thought “ Right, I’m really going to try my best and stuck with it for a bit 
longer”. [Sirah]
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Furthermore, a common feature among participants was a concern about the therapist’s 
skills. This was most clearly articulated by Indi:
I was hoping that she would pick up that I was angry with her and that I felt really 
pressurised [by her] into doing things that I wouldn’t have done [...]. I tried to tell 
her but not really, if that makes any sense. [...]. I don’t know why I couldn’t tell 
her. [...] I know that I have to take some responsibility for [X] but I sort of blame 
therapy for some of it. I used to leave the sessions feeling really angry and I 
thought “Why am I paying for this! I don’t feel any better. In fact I feel worse”.
Rajinder also felt that the therapist was not attuned to her needs.
I thought the therapist was unfair when it came to me, [...] she would separately 
talk to other people in the group but when it came to something that might have 
needed some attention about what I was saying, there was nothing, no response 
which left me feeling very awkward.
While in Rajinder’s case she might not feel like the ‘special’ one as she seems to do in 
individual therapy, what these accounts also have in common is they demonstrate a lack 
of assertiveness by the participants in putting forward their needs or frustration and 
anger. For example, Sirah also felt unable to tell her therapist what she was experiencing:
No [I wasn’t able to tell her], well not quite. I didn’t, I just said that you remind 
me of my older sister. I always find it difficult to say something like that, you 
know, that might be experienced as criticising, especially to someone who’s 
older. [...] Maybe it’s just [...] we never really speak, spoke about things openly 
growing up [...] where talking was concerned, you know, really talking about 
things -  that didn’t happen. [Sirah]
It appeared that, while many also had something that was experienced as a working 
through of issues and helpful during therapy, they were often left feeling that therapy had
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somehow failed them. Interestingly, it was due to these thoughts and others that they felt 
a need to respond to the advert for recruitment that in some way reflected in their 
accounts a feeling of wanting to be heard or reach a better understanding of what went 
wrong. Their accounts therefore also raise interesting questions about how conflict might 
be managed within the therapeutic relationship. There are suggestions that they appear to 
pull away or give in at the first sign of conflict, whether this is in the consulting room or 
within the family environment as represented in the data.
Termination of therapy was precipitated by several accumulative factors. However, what 
their accounts had in common was the frustration that they were not getting something 
they needed or wanted and felt negative emotions about the therapist as a result of the 
impasse. For example, Sirah, in describing the process, questioned whether therapy did 
her any good, though at some point in the interview she was able to reflect on the more 
facilitative aspects of therapy:
I ended up being quite resentful and angry because of the sort of therapy [...] 
really resentfiil throughout the [...] therapy [...] it was really difficult.[...] the 
fact that I’ve had therapy twice and in a way for long periods of time, I don’t feel 
I’ve overcome issues. I’ve always talked about [X] and all I’ve heard is that we’ll 
work through it and I don’t know what we did to work through it besides [...] 
talking about my childhood [...] I suppose I got to a point where I thought, this is 
just not working’. And one has to ask, you know, “is it worth paying all that 
money?” [However,] I think I really grew a lot from the last one [psychoanalytic] 
it was really tough.
The issue of money was mentioned by several participants. Research suggests that this 
plays a role in negotiating an ending for therapy when therapy is self-funded (Baekeland 
et al, 1975). A similar reaction was received from Indi, though she felt there was very 
little benefit if any.
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I just thought "I’m wasting my time here [...] she’s got her own agenda and she’s 
just not hearing me. We’re just not getting anywhere and I’m not going to pay for 
something that’s not working”.
However, Hannah’s account was slightly different. Her experience might best be 
described as ‘mission completed’, though she, like other participants, felt she could go no 
further with the therapist, whose skills she questioned:
I had done with her all that I could do. I wasn’t this angry horrible person I used 
to be. [...] I don’t know whether it was the type of therapy or just her lack of 
skills. I felt I couldn’t go any further with her. At the time I thought ‘‘I feel great”, 
so I never went back but thinking about it now I think it was just a temporary fix 
because as soon as something major happened I was again needing help.
Camel’s situation was very different. She felt that all she needed to do was ‘let it all out’.
I just told her my story and felt a great relief at being able to do that but it could 
have been anyone really. That’s all I needed to. Once I had done that, I didn’t see 
the point of going back.
A number of experiences appeared to result in premature termination due to 
misunderstandings between initial expectation and ‘real’ therapy, in addition to what 
might be described as interpersonal factors and lack of cultural awareness. These perhaps 
from the client’s perspective could be seen as not addressed and therefore leading to 
therapeutic impasse.
Overview
This study has highlighted some of the difficulties experienced by south-Asians in both 
mixed-raced and matched dyads. The research also explored the implications of their 
experience related to premature termination.
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Taken as a whole, the findings of this study may be considered in relation to existing 
research related to premature termination that has identified possible factors leading to 
this such as expectations of therapy, social-economic factors (including ethnicity), 
interpersonal factors and personality of the therapist (e.g. Baekeland & Lundwall, 1975; 
Baruch et al., 1998; Brogan, et al., 1999). Similarly, the findings can be considered in the 
light of difficulties encountered in non-matched dyads and matched dyads surrounding 
misattunement, mistrust and fears of being judged (Atkinson, 1983; Atkinson & Schein, 
1986; Farsimadan, 2001; Palmer, 2001). Before considering the findings, further 
consideration needs to be given to the sample and the interview process.
In considering the sample, participants were drawn from newspaper advertisements and 
had a good level of education and the majority had professional careers. Interestingly, all 
the participants that responded were female and many had previously encountered 
psychotherapy. The researcher is aware that these factors will have had an influence on 
the way in which participants understood their experience, and that this may differ from 
those of lower-economic status or males or those with no experience of psychotherapy. 
Hence, it may be that there are south-Asians excluded from the study that share different 
experiences and representations. Future research should include Indians, Pakistanis and 
Bangladeshis, in addition to looking at south-Asian clients in a more detailed way. One 
of the limitations of the study is that therapists belonged to various training groups, which 
can present a distorted picture of psychoanalytic/psychodynamic work. In addition, it was 
felt that a focus on either long-term or short-term therapy and a defined cut-off point 
would have minimised difference due to theoretical approach to the work. However, due 
to the strict inclusion criteria and the subsequent low response rate it was not possible to 
give this further consideration.
With respect to the process of interviewing, although the researcher was very conscious 
not to prompt the participant to ethnic/cultural matching or differences, unconscious 
cultural connections and communications between the researcher and the participant may
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have influenced the participant’s view. Also, the majority had been exposed to ‘white’ 
therapists and their experiences therefore reflect this.
From the participants’ accounts, it appears that culture is a very complex phenomenon, 
and misunderstandings and lack of empathie relatedness permeate the therapeutic 
relationship, leading to termination. Baruch et al. (2004) suggest that in some cases 
dropping out of therapy could be considered as dropping into therapy. In other words, it 
could be seen as shopping around for a therapy that suits them, whether this entails 
exploring a particular therapeutic approach and/or the extent to which they can tolerate or 
benefit from it. In relation to the universality of the concepts of the said orientation, it 
appeared that a cold and distant stance of the therapist and the context recaptured cultural 
experiences relating to a lack of freedom and strict boundaries that did not always appear 
to be helpful to the participants. Though this may not be unique to south-Asian 
experience of therapy, participants’ reasons for seeking therapy, as outlined in the 
analysis, can be useful insights for Counselling Psychologists and Psychotherapists. One 
might frame participants’ initial expectations about therapy in terms of the ‘id’, ‘ego’ and 
‘superego’, viewing the space in between therapy and their family as the ‘ego’, the ‘id’ 
being therapy where they perhaps felt fantasy could be played out, and, at the other 
extreme, the ‘super-ego’ being the harsh restrictions of the family and culture.
Furthermore, participants’ sense of obligation and need to respect elders leaves room to 
think about what difficulties might be encountered in the analytic space: whether open 
disagreement and rebellious feelings would be allowed and if so how these would be 
managed. In addition, participants’ self-consciousness concerning Asian therapists was 
over and above that which they had for Western therapists. It appeared that fear of being 
judged permeated their experience, particularly in relation to their culture, and therefore a 
somewhat false self was exhibited, concealing negative aspects of the culture (Milner et 
al., 1999). This appeared to hinder exploration that might have otherwise been healthy. 
Interestingly, most of the participants reported cautiousness surrounding Asian therapists. 
Although this might reflect their process of negotiating Asian identity (Bochner, 1982), it 
also suggests a dominant picture in their minds related to stereotypes of Asians. This
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leads to another notable category surrounding secrecy, which can be considered in 
respect of Roland’s (1989) point about mistrust surrounding other members of the 
community.
Obviously, lack of perceived therapist’s empathy and client expectations can bring 
therapy to an end in any client group. However, this study has highlighted the specific 
form that this can take with south-Asian clients in psychodynamic/psychoanalytic 
therapy. Though the findings are not unfamiliar and many client and therapist factors can 
be responsible for these experiences, the study highlights a need to further understand 
their concerns attributed to an experience of a lack of empathy. In this respect, the 
findings presented an interesting report related to clients’ actual fears and concerns that 
might be considered further in light of theorists’ ideas central to self-presentation and 
‘identification by proxy’ (Schlenker, & Pennington, 1996; Schwartz et al., 1986; 
Thomas, 1999) as discussed. However, IPA makes no claim to generalisation.
In conclusion, this study has not only outlined the potential difficulties experienced by 
south-Asians in therapy, some of which have previously been referred to in the literature, 
but also offered a richer account of participants’ experience of therapy as a whole, 
including helpful and not so helpful aspects of therapy. The findings have potential 
implications for therapeutic practice, particularly in relation to participants’ concerns 
about openness, and fears of being judged and not heard. This leaves room for thinking 
further about how therapists of both minority and majority backgrounds may go about 
creating a safe environment where south-Asians are more able to voice their concerns. 
Further research might explore the identified difficulties that may have led participants to 
terminate therapy prematurely and compare these with those of a White population.
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Appendix A l
Recruitment Poster (participants)
South-Asian volunteers required for psychological research exploring the experiences of 
therapy that may have led to premature termination of psychotherapy 
(psychodynamic/psychoanalytic).
I am currently studying for a Doctorate in Psychotherapeutic and Counselling Psychology 
at the University of Surrey. I am looking for persons of Indian, Pakistani or Bangladeshi 
origin who have prematurely ended psychotherapy, particularly 
psychoanalytic/psychodynamic. As a member of the south-Asian community, I am 
particularly interested in this topic since it has not been widely researched and I feel that 
the current understanding of the possible dilemmas faced by south-Asians and their 
effects needs to be more based on the actual experiences of the process of therapy. Your 
participation would provide valuable insights and information to assist the advancement 
of an appropriate framework from within which the issues raised could be considered. 
This would be geared towards understanding the dilemmas faced by south-Asians during 
the process of therapy, facilitating a more effective psychotherapy service.
If you are interested in participating, please contact me for further information and 
without any obligation by telephoning me on 07949771239 (This is a mobile phone and I 
will ring you back immediately if you wish) or leave me a message on 01483689176. 
Alternatively you may wish to contact me via email on S13RRY@aol.com or at the 
following address:
Addila Khan
Counselling Psychologist in Training 
Psychology Department 
University of Surrey 
Guildford 
Surrey GU2 5XH
Supervised by:
Dr Ricardo Draghi-Lorenz 
Lecturer
University of Surrey 
Department of Psychology 
Guildford 
Surrey, GU2 5XH
Strict confidentiality assured.
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Appendix A2
Recruitment Poster (via therapists)
Dear therapist,
Re: South-Asian volunteers required for psychological research exploring the experiences 
of therapy that may have led to premature termination of psychotherapy 
(psychodynamic/psychoanalytic).
I am currently studying for a Doctorate in Psychotherapeutic and Counselling Psychology 
at the University of Surrey. I am looking for persons of Indian, Pakistani or Bangladeshi 
origin who have prematurely ended (self-funded) psychotherapy, particularly 
psychoanalytic/psychodynamic. As a member of the south-Asian community, I am 
particularly interested in this topic since it has not been widely researched and I feel that 
the current understanding of the possible dilemmas faced by south-Asians and their 
effects needs to be more based on the actual experiences of the process of therapy. The 
aim of this research is to provide valuable insights and information to assist the 
advancement of an appropriate framework from within which the issues raised could be 
considered. This would be geared towards understanding the dilemmas faced by south- 
Asians during the process of therapy, facilitating a more effective psychotherapy service.
If you can contribute and would like further information, please contact me without any 
obligation by telephoning me on 07949771239 (This is a mobile phone and I will ring 
you back immediately if you wish) or leave me a message on 01483689176. 
Alternatively you may wish to contact me via email on S13RRY@aol.com or at the 
following address:
Researcher: Addila Khan 
Counselling Psychologist in Training 
Department of Psychology 
University of Surrey 
Guildford 
Surrey GU2 5XH
Supervised by:
Dr Ricardo Draghi-Lorenz 
Lecturer
University of Surrey 
Department of Psychology 
Guildford 
Surrey, GU2 5XH
Strict confidentiality assured.
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Invitational/explanatory letter to the therapist
Date
Dear [therapist]
As part of my doctoral studies in Psychotherapeutic and Counselling Psychology at the
lave led
University 
of Surrey
Guildford App
Surrey GU2 7XH, UK 
Telephone
+44(0)1483 300800 
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
[periences that may 
psychotherapy prelnaturely
en
Schooi of 
Human
Department of 
Psychology
Facsimile
+44 (0)1483 689553
University of Surrey, I am conducting research on the e: 
persons of south-Asian origin to terminate (self-funded 
(particularly psychoanalytic/psychodynamic psychotherapy). I am writing to ask if it 
would be possible to recruit participants from you who have not, at any stage, been seen 
by or received any form of psychological/psychiatric care through the NHS._ My research 
interest emerged out of my psychotherapeutic practice with clients of south-Asian origin 
and my own personal experiences. As part o f my training I myself have been exposed to 
psychoanalytic psychotherapy and feel that the current understanding of the dilemmas 
faced by south-Asians and their effects needs to be more based on the actual experiences 
of the process o f therapy.
Specifically, I am interested in Indian, Pakistani or Bangladashi persons aged 18+ who 
have had (self-funded) psychotherapy, particularly psychoanalytic/psychodynamic 
therapy (if known) and who ended therapy prematurely no more than two years ago. 
However, any persons with a diagnosis of personality disorder or 
schizophrenia/psychosis will be excluded from the study in order to obtain ‘sound’ 
information and also to minimise any risk to their well-being. In addition, inclusion of 
such patients would compromise the findings due to their difficulties with engaging, the 
ways in which they might deal with relationship issues and their delusional beliefs of a 
persecutory nature. Participants must also have had individual psychotherapy from a 
therapist who has a formally recognised accreditation or is eligible for accreditation (e.g. 
United Kingdom Council for Psychotherapy (UKCP), British Association for 
Counselling (BAC), British Psychological Society Division of Counselling Psychology 
and Clinical Psychology (BPS)). Prospective participants will each be provided with an 
information package about the purpose o f the study and procedure and will be asked to 
make contact with me if interested (attached).
Upon contact psychological fitness for the interview will be assessed via telephone by 
following a simple screening procedure (see appendix 4) before proceeding further. This 
will entail an explanation about what is expected of them as well as clarifying that it is a 
research interview and not therapy. In addition, general questions as to how they came to 
respond, what they expected and whether they have a supportive network will be asked. 
If it is deemed suitable an interview will be arranged at a later stage allowing them time, 
for deliberation. However, if unsuitable, tentative ways will be employed to convey this 
and information on local support agencies/services will be provided.
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With your permission and the prospective participants consent interviews will be 
arranged and held in a local (to the interviewee) community centre, for security purposes, 
at a time convenient to each party. Volunteers would be required to participate in a face 
to face interview with me for approximately an hour and will be required to complete a 
consent form (see appendix 8) and a demographic questionnaire form (see appendix 5). 
The interview process will seek to learn about the interviewee’s thoughts and feelings 
about his/her experience of psychotherapy from the time of the first session to when 
psychotherapy was prematurely ended and possible thoughts related to its ending and the 
interviewee’s expectations. Participation would provide valuable insights and information 
to assist the advancement of an appropriate framework for south-Asians from which the 
issues raised could be considered. This would be geared towards understanding the 
dilemmas faced by south-Asians during the process of therapy, facilitating a more 
effective service.
The interview will be audio-taped and later transcribed. Any identifying details, however, 
such as the participant’s name and address will not be recorded in any form. In addition, 
any potentially identifying details such as names of places and friends or relatives will be 
altered to protect anonymity. The research should be completed by July, 2005 and a copy 
will be made available to all the participants and to the Trust at your request. If there are 
any questions remaining regarding the research or queries I may be contacted on 
07949771239/0148368917 or the above address.
I would like to thank you in advance for your time and consideration and look forward to 
the possibility of hearing from you.
Yours sincerely
Addila Khan
Counselling Psychologist in Training
Supervised by:
Dr Ricardo Draghi-Lorenz 
Lecturer
University of Surrey 
Department of Psychology 
Guildford 
Surrey, GU2 5XH
Strict confidentiality assured.
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University 
of Surrey
Guildford Appejl 
Surrey GU2 7XH, UK 
^#0idberapists in 
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
Invitational/explanatory letter to potential participant^ 
practice)
University of Surrey
Department of Psychology
Guildford
Surrey, GU2 5XH
Date
To whom it may concern,
I have asked NAME to forward this letter to you in the strictest confidence. I am hoping 
that you will consider participating in my research study about the experiences that may 
have led persons o f south-Asian origin to terminate therapy prematurely (particularly 
psychoanalytic/psychodynamic therapy). I am conducting the investigation as part of my 
doctoral training in counselling and psychotherapeutic psychology at the University of 
Surrey. My research interest emerged from my psychotherapeutic practice with clients of 
south-Asian origin and my own personal experiences. As part of my training I myself 
have been exposed to psychoanalytic psychotherapy and feel that the current 
understanding o f the dilemmas faced by south-Asians and their effects need to be more 
based on the actual experiences of the process of therapy.
Specifically, I am interested in Indian, Pakistani or Bangladashi persons aged 18+ who 
have had psychotherapy (a form of psychological therapy), particularly psychoanalytic 
/psychodynamic therapy (if known) and who ended therapy prematurely no more than 
two years ago. Potential participants must have had self-funded psychotherapy and not, at 
any stage, been seen by or received any form of psychological/psychiatric care through 
the NHS.
Volunteering would entail participation in a face to face interview with me for 
approximately an hour. It will be held at NAME AND ADDRESS OF COMMUNITY 
CENTRE at a time convenient to you. The interview process will seek to learn your 
thoughts and feelings about your experience of psychotherapy from the time of your first 
session to when you prematurely ended psychotherapy and possible thoughts related to 
its ending and your expectations. You will also be required to complete a short 
demographic questionnaire form (Appendix 5). However, non-participation in and/or 
withdrawal from the study at any stage of the interview process will not, in any way, 
prejudice ongoing or future psychological care. Your participation would provide 
valuable insights and information to assist the advancement of an appropriate framework 
for south-Asians from which the issues raised could be considered. This would be geared
School of 
Human 
id&oittnces
prâi^t€knent of 
Psychology
Facsimile
+44 (0)1483 689553
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towards understanding the dilemmas faced by south-Asians during the process of 
therapy, facilitating a more effective service.
The interview will be audio-taped and later transcribed. However, any identifying details, 
such as your name and address, will not be recorded in any form. In addition, any 
potentially identifying details such as names of places and friends or relatives will be 
altered to protect your anonymity. On request, a copy of the research will be forwarded to 
you after completion. If there are any questions remaining regarding the research or 
queries please do not hesitate to contact me on 07949771239/0148368917.
If you are interested in participating, I would be grateful if you would kindly complete 
the enclosed consent form and return it to me in the stamped addressed envelope by 
DATE. I will then contact you to arrange a mutually convenient time for the interview. I 
would like to thank you in advance for your time and consideration and look forward to 
the possibility of hearing from you.
Yours sincerely
Addila Khan
Strict confidentiality assured.
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Invitational/explanatory letter to potential participants 
centre or colleagues)
University 
of Surrey
Guildford
Surrey GU27XH,lAPP  
Telephone
+44(0)1483 300800
commu
+44 (0)1483 300803 
www.surrey.ac.uk
Schooi of 
Human 
Sciences
elndix C2
Department of 
.Psychology
nity
Facsimile
+44 (0)1483 689553
Dear participant,
I am conducting an investigation as part of my doctora training in counselling and 
psychotherapeutic psychology at the University of Surrey. I hope that you will consider 
participating in my research study about the experiences hat may have led persons of 
south-Asian origin to terminate therapy prematurely (particularly 
psychoanalytic/psychodynamic therapy). My research interest emerged from my 
psychotherapeutic practice with clients of south-Asian origin and my own personal 
experiences. As part of my training I myself have been exposed to psychoanalytic 
psychotherapy and feel that the current understanding of the dilemmas faced by south- 
Asians and their effects need to be more based on the actual experiences of the process.
Specifically, I am interested in Indian, Pakistani or Bangladashi persons aged 18+ who 
have had psychotherapy, particularly psychoanalytic/psychodynamic therapy (if known) 
and who ended therapy prematurely no more than two years ago. Potential participants 
must have had self-funded psychotherapy and not, at any stage, been seen by or received 
any form of psychological/psychiatric care through the NHS.
Volunteering would entail participation in a face to face interview with me for 
approximately an hour, at a time and place convenient to you. The interview process will 
seek to learn about your thoughts and feelings about your experience of psychotherapy 
from the time of your first session to when you prematurely ended psychotherapy as well 
as possible thoughts related to its ending and your expectations. You will also be required 
to complete a short demographic questionnaire form (Appendix 5). However, non­
participation in and/or withdrawal from the study at any stage of the interview process 
will not, in any way, affect you. Your participation would provide valuable insights and 
information to assist the advancement of an appropriate framework for south-Asians from 
which the issues raised could be considered. This would be geared towards understanding 
the dilemmas faced by south-Asians during the process of therapy, facilitating a more 
effective service.
The interview will be audio-taped and later transcribed. Any identifying details, however, 
such as your name and address will not be recorded in any form. In addition, any 
potentially identifying details such as names o f places and friends or relatives will be 
altered to protect your anonymity. On request, a copy of the research will be forwarded to 
you after completion. If there are any questions remaining regarding the research or 
queries please do not hesitate to contact me on 07949771239 (This is a mobile phone. I 
will ring you back immediately if you wish.) or leave me a message on 0148368917.
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If you are interested in participating, I would be grateful if you would kindly complete 
the enclosed consent form and return it to me in the stamped addressed envelope by 
DATE. I will then contact you to arrange a mutually convenient time for the interview. I 
would like to thank you in advance for your time and consideration and look forward to 
the possibility of hearing from you.
Yours sincerely 
Addila Khan
University of Surrey
Department of Psychology 
Guildford 
Surrey, GU2 5XH 
Date
Strict confidentiality assured.
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Appendix D
Screening/assessment procedure for psychological fitness for interview (via 
telephone contact)
On his/her response, offer to ring prospective participant back to minimise their costs.
Introduce myself and the research topic: exploration of the experience of 
psychoanalytic/psychodynamic psychotherapy, particularly in relation to premature 
termination.
If recruited via advertisements/posters ascertain whether their psychotherapy was 
privately funded or received via the NHS. If, at any stage, they have been seen by or 
received any form of psychological or psychiatric care through the NHS go to the section 
“Concluding the call: deemed unsuitable”.
Explain what will be expected from the participant should he/she wish to continue: a 
willingness to attend an hour-long (approximately) face-to-face interview within a few 
weeks.
Explain that this will be a research interview and not therapy, though 1 will be taking care 
to ensure the well-being of interviewees: Voice
• that he/she is invited to be involved in a piece of research.
• that 1 am not offering anything long-term and perhaps being interviewed 
might not be the right thing for them. (Suggest that we would come back 
to this in a moment.)
Exclusion criteria: suggest that 1 cannot involve anyone:
• who has been diagnosed with a - personality disorder or 
schizophrenia/psychosis.
• if the time since ending their therapy was more than two years.
Suggest that if one of these criteria apply, they do not need to tell me more about 
it if they feel uncomfortable. If they do fall within the prescribed criteria take time 
to tentatively explain:
• that 1 cannot invite him/her to take part.
• that 1 am aware of the trouble taken to make contact and that he/she might 
feel disappointed not to be offered an opportunity to communicate his/her 
thoughts and feelings about the experience.
Enquire whether the potential participant would like some information on services 
with which to get in touch.
If they do not fall within the prescribed exclusion criteria enquire whether they would 
mind if 1 ask a few questions to ascertain whether this is the right thing for them to take
194
part in: Check whether they have some time and privacy to talk now; if not arrange a time 
to call him/her back.
• Enquire why they responded to the letter
• Enquire what they were hoping to achieve by taking part. {Watch fo r  signs 
o f wanting therapy.)
• Enquire whether they have a supportive network of people in their life 
with whom they feel comfortable talking and leaning on in times of need. 
{Be cautious i f  the answer is no or there are covert signs that support is 
not all it could he.)
• Enquire whether I could talk to them after the interview if I needed to. 
{Note i f  there is any hesitancy, deliberation or the answer is no.)
• Enquire how they feel about taking part in this research, whether they 
have any worries or reservations and if they feel ready to take part in this 
kind of research.
• Enquire whether they are in therapy or counselling at the moment.
If yes, suggest that it is good as they have somewhere to go to talk 
about issues/concerns that might be raised. However, convey that 
if they do want to take part in the research, it would be advisable to 
discuss this with their therapist as he/she might want to discuss 
with them how this might affect their therapeutic work together.
Explain that the interviews will be discussed sensitively and that 
they will be flexible, in that interviewees can decide what and how 
much they want to say. Suggest that there might be some benefit 
for those taking part, however there is a possibility that talking 
about their experience of therapy might trigger unexpectedly 
powerful emotions. {Note whether he/she seems able to assimilate 
that.)
Concluding the call:
If deemed suitable: suggest that the interviews will start in a few weeks and that it 
is important that, prior to arranging a meeting, they take a few days to think about 
the things we have talked about to make certain that they are comfortable with 
taking part. Also, suggest that they might decide that they do not wish to take part 
and that this is okay. Enquire whether it is okay to call them in a few days or, if 
they prefer, to call.
If deemed unsuitable: take time to thank them for showing an interest and say 
that,
a) for this piece of research I am only interviewing participants
who have not had any contact with the NHS. Convey that I am 
aware of the trouble taken to make contact and that they might 
feel disappointed not to be offered an opportunity to 
communicate their thoughts and feelings about their experience.
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Also enquire whether they would like some information on 
services with which to get in touch.
or
b) on reflection I am wondering whether getting involved at
present might not be the best thing for them. Convey that I am 
aware of the trouble taken to make contact and that they might 
feel disappointed not to be offered an opportunity to 
communicate their thoughts and feelings about their experience. 
Also enquire whether they would like some information on 
services with which to get in touch.
196
Appendix E
Information sheet
As part of my doctoral studies in Psychotherapeutic and Counselling Psychology at the 
University of Surrey, I am conducting research on the experiences that may have led 
persons of south-Asian origin to terminate psychotherapy prematurely (particularly 
psychoanalytic/psychodynamic psychotherapy). My research interest emerged from my 
psychotherapeutic practice with clients of south-Asian origin and my own personal 
experiences. As part of my training I myself have been exposed to psychoanalytic 
psychotherapy and feel that the current understanding of the dilemmas faced by south- 
Asians and their effects need to be more based on the actual experiences of the process of 
therapy. Your participation thus would provide valuable insight and information to assist 
the advancement of an appropriate framework for south-Asians from which the issues 
raised could be considered, facilitating a more effective service.
Specifically, I am interested in Indian, Pakistani or Bangladashi persons aged 18+ who 
have had psychotherapy, particularly psychoanalytic/psychodynamic therapy (if known) 
and who ended therapy prematurely no more than two years ago. Potential participants 
must have had self-funded psychotherapy and not, at any stage, been seen by or received 
any form of psychological/psychiatric care through the NHS.
Volunteering would entail participation in a face to face interview with me for 
approximately an hour, at a time and place convenient to you. The interview process will 
seek to learn your thoughts and feelings about your experience of psychotherapy from the 
time of your first session to when you prematurely ended psychotherapy as well as 
possible thoughts related to its ending and your expectations. You will also be required to 
complete a short demographic questionnaire form (Appendix 5). Although the interview 
questions are believed to be unintrusive, you may avoid answering any question 
including those on the demographic questionnaire at your sole discretion. Similarly, non­
participation and/or withdrawal from the study at any stage of the interview process will 
not, in any way affect you or prejudice ongoing or future care. As the interview process is 
of a sensitive nature and may bring up uncomfortable feelings, details of psychological 
services/support agencies are also enclosed.
The interview will be audio-taped and later transcribed. However, any identifying details, 
such as your name and address, will not be recorded in any form. In addition, any 
potentially identifying details such as names of places and friends or relatives will be 
altered to protect your anonymity. Audiotapes will be destroyed after completion of the 
study. The research report will be submitted to the University of Surrey as my second 
year research and a copy of this will be available on request. The research will not be 
used for any legal or political purposes, only for further psychological research in this 
area. All information will be treated in strictest confidence and handled in accordance 
with the Data Protection Act 1998.
197
If you have any queries or doubts please feel free to raise them with me, at any time, by 
contacting me on 07949771239 (This is a mobile phone. I will ring you back immediately 
if you wish.) or leave me a message on 0148368917.1 would like to thank you in advance 
for your time and consideration and look forward to the possibility of hearing from you.
Researcher: Addila Khan 
Counselling Psychologist in Training
Supervised by: Dr Ricardo Draghi-Lorenz 
Lecturer
University of Surrey 
Department of Psychology 
Guildford 
Surrey, GU2 5XH
Strict confidentiality assured.
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Appendix F
Demographic questionnaire form
You do not have to answer all or any of the questions if you wish. However, this 
information is helpful as it provides an account of views of a cross section of people of 
south-Asian origin.
1. Age: ______ [years]
2. Sex: Male / Female {Please circle)
3. Marital status: {Please circle)
Single
Married
Living together with partner 
Divorced/separated
4. To which of the ethnic groups listed below would you say you belong? {Please 
circle one from each section.)
Section (a)
Asian
or Asian British
Other {Please specify)
Section (b)
Indian
Pakistani
Bangladeshi
Other_____________ {Please specify)
5. Were you bom in Britain? Yes / No {Please circle)
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If no, how long have you lived in Britain?__________ months/years
6. Do you have any siblings?
If so, how many?________________
7. Where were your parents bom? Mother___________Father______________
If not in this country, when did he/she or both come to England?
8. What is your occupation?_____________________ {Please state)
9. What is your religious denomination (if any)? 
{Please state)
10. How many times have you had therapy?_____________ {Please state)
{If more than once please answer the following questions fo r  each, where 
possible.)
11. What type of therapy did you have? {Please circle)
Psychoanalytic/psychodynamic
Other______________ {Please specify)
Don’t know
12. Who provided the service? {Please circle- this is to confirm what they said on the 
telephone)
The National Health 
Private
Other__________{Please specify)
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13. What was the sex of your psychotherapist?
Male / Female {Please circle.)
14. What is the ethnicity o f your psychotherapist? {Please circle)
White British
White Other
Asian or Asian British
Black or Black British
Other_________ {Please specify)
15. What were your main reasons for seeing a psychotherapist?
Anxiety
Depression
Phobia
Relationship/marital difficulties
Other____________________________________{Please specify)
16. What was your agreed contract for therapy? {Please state either/or) 
Agreed number of sessions/or length in monthsZyear(s) 
{Please state.)
{Please circle appropriate category below.) 
Weekly 
Fortnightly 
Other (please state)
17. Did you complete the course of your therapy? {Please circle) 
Yes
No {If not, how many sessions did you attend or fo r  how many 
months/year(s) ?)
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18. When did you end psychotherapy? _____________ {Please give approximate
date.)
Thank you for completing this questionnaire
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Appendix G
University of Surrey
Department of Psychology
Guildford
Surrey, GU2 5XH
Informed consent form (research)
Title of project: Exploring south-Asian clientVpatients’ experience of
psychoanalytic/psychodynamic psychotherapy, particularly in 
relation to the high incidence of premature termination.
Organisation: University of Surrey
Investigator: Addila Khan
Telephone number: 07949771239
Supervisor: Ricardo Draghi-Lorenz
The research seeks to investigate the experiences of persons from India, Pakistan and 
Bangladesh. The particular focus of the interview is to explore what experiences during 
therapy led such persons to end psychoanalytic/psychodynamic therapy prematurely.
You will be asked to take part in an informal interview and talk about thoughts and 
feelings on the above subject. The interview will be recorded on audiotape, which will be 
used for the sole purpose of transcribing the contents of the interview for analysis and to 
enable to the author to quote directly the participant’s response when writing the research 
paper. This will be destroyed after the completion of the study. To observe confidentiality 
and anonymity, names and places and any identifying details that may arise in the 
interview including names of other people will not appear on the transcripts or in the final 
report.
You may withdraw from the research at any stage without giving a reason for doing so 
and this will not, in any way, affect the care you receive as a patient.
Please read the following paragraph and if you are in agreement kindly sign where 
indicated and return the form to me in the stamped addressed envelope or bring it with 
you to the interview.
I confirm that I have read and understood the above and agree that the purpose of the 
research project and interview process have been clearly explained to me in a manner that 
I understand. Any questions asked have been answered to my satisfaction. I hereby give 
my informed consent to be interviewed about my personal experiences of psychotherapy 
and that which may have led to its termination. I also consent to the recording of the 
interview discussion and its subsequent transcription for the purposes of this research.
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Name of participant...........................  Signature....................... Date
I formally undertake to conduct the interview/research in a manner that observes the 
participants’ confidentiality including audiotapes and any transcription of it. I also 
undertake that any use of audiotapes or transcribed material will be for the sole purpose 
of the research and that the anonymity of the above participant will be protected 
throughout. I also confirm that the audio tapes will be destroyed after the completion of 
the study.
Name of researcher  Signature......................................... Date..............
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Appendix H
Brief list of support agencies/counselling services
The British Psychological Society
St Andres House 
48 Princess Road East 
Leicester LEI 7DR 
Tel: 0116 254 9568 
Email: enquirv@bps.org.uk 
Samaritans
46 Marshall Street 
London WIF 9BF 
Tel:020 7734 2800
Tel: 08547 909090 (Helpline - national, local rate)
Email: JO@samaritans.org 
Helpline for people in distress.
Manna Counselling Service 
23 Mitcham Lane 
Streatham
London SW16 6LQ 
Tel: 020 8769 1718
Email: Manna counselling@lineone.net 
Drop-in Listening at Chatsworth 
Chatsworth Baptist Church 
Chatsworth Way 
West Norwood 
London SE27 9HN 
Email: office@chatsworthbaptistcom
BACP
House 35-37 
Albert Street Rugby 
Warwickshire CV21 2SG  
Website: w^w.bacp.co.uk 
Feeling Blue?
You can always talk to us 
482-HELP(4357) Your 24 hour Distress Line 
The Support Network 
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Appendix I
Interview guide
A semi-structured format is outlined with all the main questions in bold (type) and 
continuation questions in italic. These will be asked only when replies to main questions 
are laconic. Also probes and prompts to elaborate further on specific areas will be used 
(e.g. Could you give me an example of that? What makes you say that? What effects has 
that had on you? Can you tell me more about that?). In cases where a participant’s 
material may make some questions redundant, the questions will either be avoided or 
reformulated in an attempt to elicit more information.
Before the interview proper, the interviewer should introduce herself to the participant 
and thank the participant for attending the interview; she should give a brief summary of 
the nature and aims of the research project and the material contained in the information 
sheet; she must then explain again about confidentiality and enquire about any other 
questions that the participant might still have.
Demographic and consent forms should then be filled in by the participant and 
interviewer, if these have not already been completed. An explanation should be offered 
about the demographic information stating that it is helpful as it provides an account of 
views of a cross section of people of south-Asian origin. Also, it should be 
communicated that the information will not be used to identify the participant in any way 
and that he/she is under no obligation to answer all the questions.
I. Introduction (as above)
As you know, I am a trainee counselling psychologist and the questions 
I’m about to ask you are related to your time in therapy and experience of 
it in relation to the ending. To start with, I will ask you a few general 
questions associated with starting therapy and your experiences during it 
and then move onto jthinking about more specific questions related to the
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ending. [Check i f  the participant is okay with this before going ahead\ 
Before I start perhaps you can tell me how you feel about talking to me, as 
a therapist, or maybe as an Asian therapist.
How do you feel about being here with me?
2. Circumstances related to starting therapy.
How did you come to have therapy? ~
Were you recommended/advised by someone?
Did they choose the therapist or type o f  therapy?
[If stated in the questionnaire that they had more than one experience o f  
therapy, elicit whether this was helpful or not]
Maybe you could give me, briefly, an idea of what was going on in your 
life during therapy.
Do you recall what difficulties you might have had?
Or what your circumstances were?
3. Experience of therapy.
How would you describe your experience of therapy?
What was therapy like fo r  you?
What sort offeelings, i f  any, did it generate?
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What aspects about the process o f  therapy, i f  at all, would you say 
stand out?
[If necessary, encourage elaboration by using the 
following]
What aspects o f  therapy, i f  any, did you find  difficult or helpful?
How did you feel about the setting/place in which you had therapy? 
What thoughts come to mind about it?
How would you describe it?
Would you have preferred a different place? I f  so, what? 
Would you change anything about it?
[ If the issue o f  culture or model o f  therapy has not been 
raised, bearing in mind whether the participant had a 
therapist from a similar or different cultural background, 
continue with the following].
Do you feel being from a different cultural background from /similar 
cultural background to your therapist influenced the way you 
experienced therapy?
I f  so, in what way? [Elicit what they think, what effect this 
had, whether it was inhibiting in any way or helpful? Did it 
affect the way their problems were dealt with? I f  the 
response is negative ask whether it was addressed in 
therapy in any way? What might have been helpful?]
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How did you feel about your therapist?
How did you experience your therapist?
What aspects, i f  any, about your therapist would you say stand out?
Was there anything you fe lt your therapist could or could not relate to 
or understand about what you were trying to communicate?
[ If negative response], did this inhibit you from talking 
about things you may have wished?
During your time in therapy, what experiences, would you say, led you to 
end therapy prematurely?
What was it that encouraged you to end therapy?
Are there any other factors/experiences that might have influenced this 
decision? [Try to elicit factors relating to therapy and any external 
factors that might have influenced the decision as believed by the 
participant.]
How long had you been thinking about ending?
Did you talk about your feelings about ending therapy with your 
therapist?
209
[Encourage deeper elaboration either way. For example, i f  
not, what might have stopped you? I f  so, in which way did 
it change things, i f  at all?]
4. Expectations of therapy
Before you began therapy, what did you expect from it?
Did this expectation change during your time in therapy?
I f  yes, ask in what way? How did it affect you?
What were you hoping to achieve from therapy?
Do you feel you managed this?
Can you think o f  w(jys in which your experience o f  therapy could be 
made [ if  appropriate “more ”]  valuable?
Would you return to therapy in the future if the need arose?
I f  so, would you choose the same type o f therapy?
5. Ending You have covered all my questions and I am wondering whether there is
anything else you would like to talk about or that you think I should be 
aware of.
Debriefing: Turn off the tape.
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I would like to reflect for a moment on what it has like for you to take part in this 
interview.
Answering any questions, concerns that the participant may have
Checking participants ’ well-being
Thank you for your participation and time.
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Appendix J
Sample transcript
Sirah (Pseudonym)
R = Researcher 
P = Participant
R: I’d like to explore with you the circumstances related to your ending therapy 
prematurely and er that will also entail thinking about how you came to have therapy and 
general thoughts and feelings associated with the time you started therapy, your 
expectations and your experiences during it. Before we do and if it’s okay with you 
perhaps you can start by telling me how you feel about speaking with me, a therapist and 
my being Asian.
P: Um, to be honest, I am a bit worried. [She laughs.^ I feel scared. I don’t know why. I 
agreed to do it and then I thought, well I don’t know. It’s kind of like, really like, I think I 
find it really difficult to trust and you being Asian is very difficult, to be honest.
R: You can say as much or as little as you like, but it would be interesting to hear what it 
might be about me being Asian that might be difficult for you.
P: I don’t know. Well, for a start I don’t know anything about your background, except 
what you’ve told me in terms of your research and so on. Um [Takes a deep breath.} It’s 
kind of a culture thing, you know, where they talk and things. And, well, my family 
aren’t really from here so it doesn’t really matter. I don’t have any secrets from my 
family anyway, but, you know, I don’t know. It’s as long as it’s confidential, it’s 
absolutely fine, yeah.
R: So, it’s not knowing anything about me as well as me being Asian that feels perhaps 
uncomfortable?
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P: Yes. I feel quite, um, uncomfortable. Yes. Because I don’t know how much I can talk 
about. It was quite difficult. I’m scared but, you know, kind of but excited [Laughs.] I 
don’t know how that works out. Strange!
R: Can you elaborate on that?
P: Well, it’s more the Asian thing. You don’t really talk much about what’s really going 
on because people talk and judge you. I don’t know.
R: I guess my question would be then would you like to stop and not go ahead with the 
interview.
P: No, no, no. I feel I’m okay, I think it’s just a bit of anxiety. Please do carry on.
R: If you’re sure.
P: Yes. Thank you, yes.
R: I guess the first thing I’d like to explore with you, particularly in relation to your most 
recent therapy is how you came to have therapy?
P: I met a friend who had sort of introduced me to the idea of therapy. We are very good 
friends. I mean there is a big age gap between us, but we, we, we have a fantastic 
friendship.
R: Mm.
P: And yes, my friend had a good relationship with her therapist and recommended that I 
go for psychodynamic or psychoanalytic type of therapy.
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R: And briefly, I know you said you were very low, briefly what was going on for you at 
the time?
P: Um, I think it was problems with relationships. I think, I think it was just one of those 
things sort of getting on, I think the difficulty I was having was I had had a few failed 
relationships and sort of blaming them but I think, it was just my personality. You know, 
always arguing, sort of saying it’s their fault but I think it was actually about owning up 
that ah, some of it was me. I think, um I think it was basically my personality. I had, I 
think, just got fed up with relationships. I mean they were long term relationships. God I 
suppose it’s difficult to cut it all short! But I think it had a lot to do with my father and 
my childhood sort of some abuse, and family, just having a big family and the way I had 
been brought up. Not having the attention, that sort of thing. I suppose, yeah we did think 
about these things, my childhood and how it affects me today.
R: Mm.
P: and yes. I think I needed to understand why I was having relationship difficulties. I 
was really low but I was told by people that it would be helpful to talk about it than to 
take tablets. So, yeah, I think that’s just, holding it all in [30 second pause.] I was so, I 
was awful. I always have been, just really jealous, possessive, really, it’s all me. I would 
select partners who were abusive and, you know. I’ve had awful relationships. I’ve had 
Asian relationships. I don’t ever want to be with an Asian man again because of the way 
some of them treat women.
R: Mm. so it was quite a difficult period you were going through with quite a lot going on 
and I get the impression you did want to let it out.
P: Yeah, it was like so much there but how do you begin talking then
R: When you said that I wanted to ask you how you then experienced therapy?
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P: I ended up being quiet resentful and angry because of the sort of therapy, you know, 
with the most recent one especially. Really resentful, all throughout the, the, the, um the 
therapy, and [5'/g/z5.] I don’t, I don’t, ‘cause its like I don’t know if it did me any good or, 
it seemed like [%/z].
R: Do take your time
P: Well, it was really difficult, really difficult.
R: Mm mm
P: I think maybe, I don’t know where she was from, not really. I think that was difficult 
as well.
R: Ah.
P: Well, I don’t really know, maybe middle-eastern, maybe south-Asian, I don’t know. I 
really didn’t want to open up to her. The whole time I was there I just wanted to end it. 
At the time, I was just really down, you know, just really, really low. I did wonder why I 
was paying for it [Laughs.]. I had spoken to my partner about it and he said, “No” you 
know, “just try. What if it’s you and not the therapist? You know, maybe it’s you, maybe 
you’re the one who can’t open up”. And I kept saying to her, “I’m finding it difficult” 
and she just kept saying, you know, “Well that’s the way it is in here”. You know, she 
even said “may be it’s you”. I don’t know, so I thought may be she’s right. You know. 
I’d respect what she would say, like you do. So I thought “Right, I’m really going to try 
my best and stuck with it for a bit longer. I just thought, “I just want her to open up and 
show some emotion” [Powerfully spoken.]. You know, obviously when I’m crying 
there’s no, nothing, you know. I thought, “God it’s not safe to cry in here, and that’s 
really scary”.
R: Mm.
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P: I think the other thing is, you would basically go to the room and there’d be nothing 
said. You know, she wouldn’t say anything and I would do all the talking, which is the 
opposite to the first one [Laughs], and there were no comments, you know, and I found 
that really, really daunting. I found that really difficult. You know firstly, when you first 
start, its like “Ah, can I trust this person?” I’m not sure where she’s from. I, I, I don’t 
know, I think she was middle eastern or south-Asian. The funny thing is I felt 
comfortable that maybe she would understand more about my, the culture and things. But 
I don’t think she did. Sorry I think I’m going off at a tangent.
R: No that’s okay. Mm. [Pause]. It seems very important to you and at the same time it is 
very relevant.
P: Yes, it has been on my mind and the other therapy as well, really.
R: Do go on.
P: Now, I don’t know how to describe this therapy [Laughs.]. It was like having a 
friendship, it was. I don’t think it was like therapy, I wonder why I was paying for it. He 
wanted me to have it everyday, and I said, “I can’t”. I said, “No, I can’t afford to do that”. 
He said that patients usually see him everyday, you know. It was very intense. I said, “I 
can’t do that”. I kept trying to say, I don’t think its working but he talked me into staying, 
you know. I said to him “I find it really difficult because I’m not able to, you know, to 
talk”. And he said “Well, you should be honest with me and obviously be able to say 
these things.” I just felt I was and it made no difference.
R: Mm. sort of not heard.
P: Yes. That’s exactly how I felt. Its well, the thing is, he was a really, really nice person. 
He was English. I think 60 years old. Very fatherly, I think he told me he wanted to be a 
fatherly figure, cause I don’t, he, he, he knows my father died [Spoken quietly]. He used
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to talk a lot about examples of other patients. And maybe because of me at the beginning 
of it, well he asked me “What do you want out of therapy?” and I said “To know more 
about myself’, you know, “to figure things out”. That’s probably what he’s trying to do, 
is give me, er, you know, parallels for me to, to, to um make connections with these 
people that had, you know, have certain patterns. And the reason why they had these 
patterns was because of their childhood and I think he tried to get me to relate to it. It was 
like talking to a friend. He, he said oh, “I think you need guidance”. I think to be honest 
he was giving me too much guidance about my career.
R: Mm
P: And he’d, it was as if he was scared that I might be left in the pile, well I don’t know. I 
don’t know. [She laughs and speaks.] I think he was really involved. A bit too much 
really.
R: Mm. I get the impression that you would have liked it not to be.
P: Yeah. Definitely. He would talk. He’d tell me to shut up if I was talking too much. 
But I’d felt as if I wasn’t talking enough and I’d say, “I wanna say something”. I kept 
saying I want to say something and he’d say [She blows a whistle.]. You know, I didn’t, 
that part I’d really hated because um, I sort of felt really down and angry and I started 
taking um anti, anxiety tablets. He advised me against it, but I said I needed to take them. 
I said “What else can I do? You never let me talk in here”. Sort of, how do you know 
what sort of therapy is right for you!
R: Mm, quite a difficult one.
P: Yeah. I think, you know, I kept thinking maybe it’s me. I think I need a certain type of 
therapy, but I don’t know what it is, but this one, even though, you know, with what I’ve 
just said, was much better than the recent one, I think. It’s not that, I think I really grew a 
lot from this last one, it was a really tough one, really tough, but the first one I first
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thought, “whao!”, it’s really easy, ‘cause you know, he was telling me a lot about his 
stuff, you know, himself. I knew a lot about his life as well, but then, I don’t know. After 
I ended it, I wasn’t sure whether I wanted to go for therapy again, but then sort of a year 
and half later, I really needed it, was feeling very low and down, and so started again.
R: Mm. So essentially both were difficult in their own way.
P: Yeah. But I think the last one was worse. You know, she reminded me of my older 
sister, I felt ashamed telling her things. Should I be telling her my secrets, you know. Just 
felt really ashamed.
R: Were you able to speak about how she made you feel?
P: No, well not quite. I didn’t, I just said that you remind me of my older sister.
R: Any idea what that might have been about?
P: Um, I’ve always found it difficult to say something like that, you know, that might be 
experienced as criticising, especially to someone who’s older. I don’t know, maybe it’s 
just, just the way, sort of we never really speak, spoke about things openly growing up. I 
mean we do but I think, I think where talking was concerned, you know, really talking 
about things that didn’t happen.
R: Mm. I get the impression that you wished things were different.
P: Yeah. I do, I mean it is better now [I minute pause]. To be honest, I thought maybe my 
therapist being like similar, you know, was a plus point. I thought that maybe she could 
understand about culture and, she didn’t. I don’t think she did. I, I didn’t think she did 
and if she did, she didn’t latch on that she did understand. Because there were also certain 
other things that she, you know, certain things you sense that this person doesn’t ’ 
understand like about culture. Because if they did they’d be coming up with things like.
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you know, “that your mum wasn’t to blame for things that had happened”, this was the 
reason you know, obviously she’d understand, you know. She would take me back to, 
you know, instead of me thinking, ah, I think I’m very British, very British ‘cause I’ve 
been brought up in er English area, English school where you don’t, you know, see no 
Asians at all, so um I was just bought up very westernised.
R: Mm
P: I think it was just difficult with her.
R: So, in a sense, it felt difficult that with her being Asian you thought she would 
understand you better but instead you felt?
P: I’m very westernised and I thought she might try to make me see that my mum wasn’t 
to blame. [She sighs.'\ The thing is, I just felt like I couldn’t trust her. The reaction that I 
kept getting, she was completely closed, I didn’t know anything, not much about her. 
Maybe it’s the type of therapy, maybe that’s what bother’s me more than anything [7 
minute pause]. I don’t know. I wanted her to understand. I really, really wanted her to 
understand, I think that’s what was lacking. You know, she wasn’t on my level. If 
someone could understand it makes you more open. She made it so difficult to open up in 
this completely quiet room. I had to do all the talking. I didn’t trust her. She gave me the, 
you know, “you can trust me. I understand about” you know, “where you’re from”. If she 
understood, I would be so open.
R: Mm. a mixture of feelings were generated
P: Mm. At the end of the day, my, my er parents, all my family, there are [X] of us, [X] 
of us were bom here and the others in {Names country]. So it’s um. So they are very 
Asian, you know. They, they’re, I don’t know, I can’t say they are very Asian when I 
compare them to say other Asian’s who are, very British but still, you know, [Names 
family religion]. Still, you know, they can’t do this or that, have to eat halal meat, can’t
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date boys, still all the restrictions, you know. And yea. I, I had to wear Asian clothes at 
home.
R: Right.
P: You know, my mum would say “No, I want you to do that”. She said, we had to take a 
trip to [Names home country], but I never did, you know but the rest of them did. Um but 
I think she’s changed a lot since, you know, we’ve all left home, you know.
R: So, in a sense, there was a fairly strong Asian upbringing for you.
P: I think she was quite strict because, you know. I’d had all English friends.
R: Mm
P: I thought, yeah. I thought so, you know, with my brothers and sisters, I thought the 
control was very Asian in, you know, with the restrictions. So yeah, it’s still, you know, 
with the Asian culture, you’re still eating halal meat, it’s not completely, you know, 
westernised. You’re still tied down to them, sort of hiding what you get up to, well not as 
much now, but it’s still, “Oh must tell so and so”.
R: My impression is that, while it’s difficult to separate your Asian and Western self, that 
for you it’s that part of you, the Asian part, that you felt that your therapist was not able 
to relate to or understand?
P: Yea. Not picking up things like, well in Asian culture you don’t do this. It was as if I 
had to give big explanations of say this is how it is in Asian societies or culture. It’s like, 
she wasn’t hearing me, like she had her own ideas like, you know, well maybe your mum 
could have done things differently or maybe it’s nothing to do with culture. You don’t do 
those things, you know, go against them in a way that would consciously, consciously 
hurt them. You’re very close to your parents. Your family, you’re very close knit. And I
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don’t think she kind of understood that. It’s like well any normal person would have done 
this or that. You should have thrown your [X] out. It was like you don’t do that with 
Asian culture, no matter what difficulties.
R: Mm.
That’s what I think. Maybe I’d be more understanding if, you know, maybe I was 
resentful towards my mum, you know. Maybe I should have done that. Maybe the 
therapy said “yeah she [Mother.] should have done that and I was feeling resentful. But 
slowly thinking for myself, I thought, well no, my mum’s Asian and she did the best she 
could under the circumstances. You know, from what she’s been taught, you know, 
grown up in [Names home country]. And I have to understand that and forgive her. 
Whereas by the therapist I was told I should have thrown [X] out and that’s not right and 
it made me believe that actually yes, maybe I should have done. And now I’m trying to 
understand more and I’ve had time to think. I’m thinking no. I’ve got to accept that I am 
Asian, you know. I got to accept, you know, the way it was for her and what she was 
trying to do, you know, keep the family together.
R: My impression is that you didn’t want to hear what you felt the therapy was telling 
you?
P: Yes. That’s right. While I was having therapy, I didn’t talk to my mum, I didn’t talk to 
my family, nothing. I started putting a lot of blame on them. And now I feel angry with 
myself. And recently I started ringing them, having conversations with them and it’s 
wonderful. I think, what have I been missing all this time. I can’t give up that. I’ll never 
give up my family despite, you know, what happened and I’m forgiving my brother’s and 
forgiving, thinking, you know, they must be in so much turmoil themselves, you know. 
Today, we are a close knit family and I, I really have missed them.
R: Mm. it sounds very important for you to have had that contact with them again.
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Yes. And. I think maybe, in a way, it might have helped if I did carry on talking to them 
but confronted them maybe. I’m starting to do that a little bit, but I don’t speak Punjabi 
very well. Well not like really properly, so I can’t communicate all my feelings to my 
mum, so I kind of do it through my sister. She translates some of the things for me and 
has told my mum that actually, you know, [She names herself.] was not happy about 
things in her childhood. I think, she’s [Mother.] understanding me more. She’s accepting 
me more, you know, that I live with [Names her partner who is non-Asian] and that 
we’re living in sin. She’s become so understanding. My other sister, she’s living with 
another American White guy. I’ve always wanted that relationship with my mum to be 
open [Laughs.] and I really respect that she wants me to be happy. I really value that. I 
have a fantastic relationship now.
R; What would you say influenced that change?
I think it was more about growing up. You get into your 30’s, she [Mother.] can’t control 
you at that age, you know, when you’ve moved out, you know. Um you become 
independent. Maybe I was always, maybe I’ve become more open, you know. I don’t 
know. Its, its, I think it was slowly working on my sisters and then it’s slowly gone up to 
my mum, brothers. You know, it started off with my older sister, she used to always tell 
me what to do like you should have respect for your older sister. She’s moved to London 
and it’s kind of changed her into my way of thinking. Although she, you know, use to be 
more Asian. Um, I think she’s very English now. The way she behaves and living with 
someone. I think because it’s okay for her do it, I feel oh well I can be open with her, and 
then she’s been open with my mother and ‘cause she’s a lot older, she’s in her [Xs], it 
seems more accepted, you know, she takes her boyfriend home. My brother’s accepted 
and I thought, wow, I never would have dreamt I’d see that happen. Its like years ago, it 
would have been obscene even to talk to a guy, you know. And that their accepting. 
They’ve even accepted my partner and everything.
R: So a sort of influencing each other, making things more acceptable.
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P: [Laughs.] Yeah. Especially ‘cause my sister’s doing it, I feel better about myself, not 
feel that I’m going against every one, sort of thing.
R: And you feel it’s more about timing and what was happening around that led to these 
changes?
P: Yeah. I suppose. Um, though, also I think therapy teaches you to be open. It’s funny 
me saying that really [Laughs]
R: Mm.
P: Well, when you’re saying things out loud, you hear your own voice ‘cause it’s 
confirming things that you normally think. I don’t think it’s just therapy. I think it’s also 
about talking with people you trust and people who understand. Like my partner really 
understands and is supportive. He understands a lot about therapy as well. He’s been in 
therapy himself and I think that’s one of the connections we had and same background in 
terms of experiences, we had this big connection. And, yeah, I do trust him with things. I 
suppose in therapy, you really do need that and you need understanding to go forward 
really.
R: Mm.
P: The other thing that’s failing is that maybe I’m still lacking intimacy. I’ve got intimacy 
problems still even after that therapy. The fact that I’ve had therapy twice and in a way 
for long periods of time, I don’t feel as if I’ve overcome issues. I think intimacy, that’s 
another big part that I didn’t find in therapy. I always talked about this problem but all I 
heard that we’ll work through it and I don’t know what we did to try to work through it 
besides, you know, with my last therapy talking about my childhood and what it did, you 
know, how it made me feel, I don’t know, I still think I need to do more work on me. I 
suppose I got to the point where I thought this is just not working, and one has to ask you 
know, is it worth paying all that money.
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R: Mm
P: But, I suppose, I did grow from it, it was tough especially this last one. Maybe you 
can’t work on everything at once or maybe if the therapist could see things from where 
you’re sitting you might feel more understood and maybe I might have moved on a bit 
further, I don’t know. Mm. [7 minute pause] I think maybe going back might be a good 
thing, you know, but not at the moment. It’s not really the right time. I think maybe 
sometime in the future, I don’t know. Certainly not with the same therapist [Laughs].
R: Mm sort needing more space. And um if it’s okay with you. I’d like to explore how 
you feel the setting, the place you had your therapy, how that influenced you, if at all
P: No, no, no I don’t think it did. Um, but I think this last one was a bit off putting 
because I sometimes heard people, and I thought can they hear me. But the first time 
round, that was really private, it was next door to his house. It was just one room and no 
one else in the building. That was fantastic. It was very comfortable.
R: Mm
P; I think it was more comfortable also because he use to smoke his cigarettes and you’d 
think wow, his human [Laughs]. I think that made a difference, you know, ‘cause they’re 
being really um, I think, I think the way they held themselves. It’s like with the last one, 
she was very upright and very strict and I use to think, oh my god she reminds me of my 
sister or a school teacher or headmistress kind of person. It sort of made me feel that I 
couldn’t really talk to her. I, I think that was the scary thing about it. Whereas with [She 
names male therapist.] it was someone whose really open and, maybe ‘cause he shared a 
lot about himself, I think that made a difference, as well, sort of made it easier for me to 
share, when he’d let me talk [Laughs].
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R: Mm. So the whole atmosphere, sort of together made a difference in the way you 
responded.
P: Yes, definitely. With the last one, it, it made it more difficult to [?], to open up, 
especially because she was so stem. It wasn’t just thinking, you know, that people could 
maybe hear me, it was with her, I think. But, it was frustrating ‘cause, I was conscious of, 
of it, at times I’d talk quietly, thinking that they must be able to hear me.
R: Were you able to say something about this?
P: No, but then you don’t sort of think about saying these things really. I suppose I felt I 
couldn’t complain, I mean it’s like going to someone’s house and complaining about 
things [Laughs]. She did once apologise for it.
R: Mm
P: You know, [30 second pause] The funny thing is, sorry I’m going back to my first 
therapist, I just had a thought, with my first therapist, even though I could be very open 
with him, I still felt this, how can I explain it, this kind of, I don’t know, this kind of 
shame factor because I thought I have to respect, well, I don’t really know my father he 
died when I was [X].
R: Mm, I’m sorry to hear that.
P: That’s okay. Mm so, what I did see or know of, that he was a lovely, lovely man, I did 
put him [Male therapist] into that slot like should I be telling my father this. I did. There 
was this apprehension to be honest. I suppose even though I had this wonderful, really 
open but that was at the back of my mind, kept thinking oh he’s not going to respect me. 
But I still did it anyway and then starting cringing, you know, oh maybe I’ve told him too 
much, you know.
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R: So though there were this obstacle with shame, you were able to tell him things.
P: Well, there was a little bit of [She sighs.] hiding, maybe I did. I think I did, I still did 
hold back a little bit.
R: Mm.
P: I think I felt I should tell him, you know, but then [She sighs.]. I think that’s bad really 
because therapy’s really. I’d love to have the kind of therapy where you really don’t have 
to hold back anything, there’s no um, there’s nothing for me to connect or people in my 
life to that person and that’s really important.
R: Yeah, I hear what your saying, I guess that would be very difficult to achieve 
[Laughs.] but maybe it might be possible to work through some things, I don’t know.
P: Yeah. Yeah by talking about them ‘cause you know, sister, mother, father or, there’s 
always some connection or something that you think, I guess you’re always going to 
make that connection, yeah.
R: Mm. I see. This sort of brings us onto the next thing I wanted to explore with you, 
which you’ve certainly talked about in terms of culture, you know, your feelings about 
your therapist being of similar background or different. I wonder if there’s anything 
you’d like to add to that, to whether you felt that being from a different or similar cultural 
background to your therapist might have influenced the way you experienced your 
therapy.
Yes, I think with her being from, I don’t whatever culture it was, I think it did have an 
influence on me. You know, in all the time with her I couldn’t even share half o f the 
things I wanted to. It was so difficult, I couldn’t even share half of the things because I 
thought she was judging me like, you know, how Asian families are. And I think the 
therapy was worse because I wasn’t completely honest with her, because I couldn’t be, I
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felt like I was scared of her, there, there was this control, it was like she was judging me, 
I couldn’t be honest and what sort of therapy is that if you can’t be honest.
R: What would you say these barriers were down to, if anything?
P: I don’t know. It’s difficult to say, because with the first one, well up to a point 
anyway. I’d tell him my deep dark secrets that I wouldn’t tell anyone. I felt kind of okay 
with sharing things with him even though he was like a male in his sixties ‘cause I really, 
really did trust him. But with her, I just felt that with her she was more controlling [30 
second ^ause.] but maybe, maybe that’s the approach or maybe, maybe it was her 
personality. I don’t know. And maybe with her everyone experiences the room as being 
really quiet and uncomfortable, except, you know, [Laughs.] with the talking I mentioned 
earlier. But I would have thought that she would be more understanding, you know, sort 
of see the whole situation and where I was coming from. I don’t think that is down to the 
therapy. It’s, I think, down to the person, you know, the therapist really.
R: Mm
P: Yeah, I think. I think the way she relates to you, it does matters in a way that it can 
either make you more open or closed. Er maybe because I’m very Western she thought I 
was, I don’t know, um, [7 minute pause.] maybe she thought that that was who I am, you 
know, very Western with entirely Western values, I mean I am partly but like you said, it 
is difficult to split the Asian part of me, that’s still there and, and comes out in many 
ways, you know.
R: Mm. Right.
R: The other thing is, I think therapy took me back into my childhood to that really 
controlling, you know, it took me back into that, and that’s why, coming to think of it, 
that’s why I really hated her, you know. You go to therapy ‘cause you want to get away
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from that kind of controlling and pulling feeling, to be able to talk about things, to be 
more free, if that makes any sense.
R: Mm. Yes.
P: Because, yes, it was so, I think it brought up a lot of anger. It did feel like that with, it 
was so, I felt like this really, really controlling situation, you know, sort of how it is in 
our sort of families, well mine anyway. I use to hate it, really hate it and er, it was exactly 
how it was with my therapist.
R: Mm. Sounds like quite a struggle you were having with being separate.
P: Exactly, yes. You know, your spot on, I couldn’t describe it, but yes I felt like I 
wasn’t allowed to think for myself, be my own judge, my own person. It was quite an 
alarming feeling to constantly feel that, I don’t know, pressure, to think like her. And I 
did start thinking like that, you know, when I stopped seeing my family.
R: Mm
P: I think it was more the way therapy was done. It’s the type of therapy, it’s more about, 
if they seem open or how they put themselves across. It doesn’t matter whether the 
therapist is a male or female, which is surprising [I minute pause.]. I think that’s strange 
\30 second pause.]. I thought I would be more comfortable with a woman. I think I’m 
hung up more about the dynamics of the family, it’s like we have a big family and all us 
siblings, you know, there’s this competitiveness, and the control that’s in the family has 
[?], the control has had a really big impact. I think that’s why I sort of seek out 
controlling partners, always controlling and then I guess when I got into my 30’s I felt I 
couldn’t do that any more, all this control. I’d had enough. I had put myself back into the 
same controlling situation and kept going back there but I’m realising its getting less and 
less now.
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R; Mm.
P: You definitely don’t want all that control in therapy. You want to feel like you’re in a 
completely different, safe environment where, you know, there’s no control because 
you’re sick and tired of the controlling, you know, being controlled and, you know, all 
that’s going on in relationships and then you’re going into another controlling 
environment, you know, that’s not what I wanted.
R: No, I see.
P: I found it really difficult. I did it for a while but I guess I didn’t realise that. Um, yea I 
didn’t realise that [SO second pause] Also, I’m trying to, you know, get use to opening 
up. I know it’s really difficult. I’ve got to keep at it.
R: So really you feel that a less controlling and a bit more open environment would give 
you more room to open up.
P: Yes. Yes that’s right. I think my first therapist had the right approach but [Laughs] 
went too far with it.
R: Mm. I guess I’m thinking that apart from what I’ve told you about myself, I wonder 
whether in any way you might be feeling inhibited, if at all, by not knowing much about 
me?
P: No, no, I think the more you talk the more you’re being quite open. I don’t why but 
I’m getting this vibe that you’re quite open. I’m not uncomfortable at all. With this 
therapist, it was completely, it was so closed. I mean I was a bit nervous at the beginning, 
like I said, but I’m not anymore.
R: Okay.
229
P: Yeah. I don’t feel that now. Do you know what I think would really help.
R: Do go on.
P: Is if I had a therapist like the same age group. That I would find a whole lot, you 
know, I think it’s the, you know, rather than having someone who’s older, you know, 
maybe someone who could, who I could, maybe someone who I could talk at the same 
level with, whose in same age group. Yeah, then I could think, oh I could tell them 
anything, don’t have to, you know, its not like that oh, its not like an older person that I 
have to respect this person or feel scared of opening up, you know, because of cultural 
control and things. You know someone older than me, I think I find that really difficult.
R: Mm
P: ...because it is the respect thing where you have to respect your elders.
R: Right.
P: ...and you don’t tell them anything, you’re keeping secrets and things,
R: Mm.
P: It’s different for Westerners, it’s not that I think they don’t, I think its more, things are 
just more acceptable so there isn’t this, you don’t really talk about these things in front of 
them. They’re more accepting of what you do and if they’re not it’s not as bad, well 
that’s what I’ve learnt from my Western friends anyway.
R: Mm, so in a way, what am hearing is that for you there are obstacles to opening up 
that maybe come from what you’ve been taught.
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P: Yeah, that’s right, someone of your own age group, you think, there’re not going to 
really judge me really ‘cause it’s not someone, I would want to hide from, you know. I 
haven’t in the past and I think it could be just more open, you know, I think that’s what it 
is.
R: So I’m getting a sense that where the therapist is from or which approach is used isn’t 
as important as the age.
P: Yeah. Yes.
R: with someone of a similar age it might feel more safe to open up perhaps more equal?
P: Definitely, definitely, you’re on the same level and that is really important, you know, 
there wouldn’t be this cultural barrier as much. And I think properly, preferably a 
woman. I think er, it was okay with T>v..{Names first therapist.] ‘cause he was 60 years 
old, you know.
R: Mm.
P: I think preferably a woman because it would be easier, you know. I do. I think because 
with a friend of mine, [She names her friend.] I can be really open with her because well 
she’s sort of the same age group, well she’s younger than me, you know, I can just talk 
about anything with her and I don’t hold back, you know, and she feels the same with me 
and its fantastic, but she’s not a therapist [Laughs.] so you know.
R: No. [Laugh.]. Mm. so it’s easier because of the age similarity and gender.
P: Yeah, and because we’ve been through the same things I think that makes it more, it 
does because she’s been through the same, which feels really safe. And er, she’s the only 
person I’ve been so open with. I think. Um, but thinking about it, I mean she’s a friend 
but suddenly, you know, you can’t really, you know, um, I think the thing is I do respect
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her and I know her husband, the thing is sometimes people do have values. Well, like if I 
tell them this then she might judge this or.
R: Mm.
P: So, I don’t tell her everything, well about my past yeah, but future certain things, 
thoughts that I have, I feel that I better not tell her because she might tell her partner or I 
don’t know. I do hold back [She laughs.] a few things, you know, thoughts I might have, 
but just in terms of past we do have a lot in common.
R: That’s interesting.
P: Yeah, I don’t like to tell her things that I feel ashamed about right now. Um but my 
behaviour now, well there are certain things I want to hold back on.
R: So it’s the more shameful things, what you consider shameful, that are more difficult 
to talk about.
P: Yeah, yes.
R: Hypothetically speaking then, how would this unfold in therapy with a young 
therapist, this difficulty of sharing difficult things.
P: I think it would be easier because my friend, well she’s not a therapist, she’s a friend 
and sometimes its not safe to share everything, what if she tells her partner or something.
R: Mm.
P: You know, I know her partner, its friends, friends might make judgements about you, I 
don’t know because I know too much about her too, she’s a friend, with a therapist it’s
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someone you would feel completely safe with to, its not going anywhere in that respect, 
and you’re not seeing them socially.
R: Right.
P: It would be really easy, if it was someone of the same age group. Thinking about it, 
even if they’re Asian, maybe they can understand more, you know. I think the personality 
of the therapist, you know, if they seem not closed and easy to talk to then I think that’s a 
big factor but um definitely the same age group because even if there are difficult things 
there isn’t this, you know, respect thing or shameful thing as much.
R: So that’s the key for you.
P: Yeah, definitely.
R: so that’s the side of how therapy would be felt to be valuable, what then what 
experiences would say led you to end therapy.
P: If I’m talking about my first therapist, you know. I, I don’t, I don’t think he understood 
me [She laughs.]. The fact that he wanted me to change my career [She laughs.] and he’s 
been very fatherly, too fatherly, you know. I was thinking he’s getting really involved in 
my, you know, personally telling me when I talk about relationships, he’d say “oh if 
you’re 51% happy in your relationship then carry on”. I’m thinking you’re not really 
hearing me are you.
R: Mm.
P: You know, it’s fine, you’ve got a great friendship and, you know, when you’re older 
these things matter more or that’s what you look for. I’m thinking well. I’m not in my 
seventies, you know, that I’m going to settle for companionship. I want a lot more, you 
know, um. I’m in my late 30’s I want a lot more. I don’t think he was hearing me. I think.
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I don’t, [She sighs.] I don’t, you know, I don’t really think he understood me and er I 
really wanted to talk about those issues, intimacy problems.
R: Mm.
P: I don’t feel that those were met
R: Mm.
P: And in the end I thought I’m wasting my time here because I’m going to the therapist 
talking about politics, talking about other issues which aren’t anything to do with therapy 
and, it’s got nothing. In fact, I felt really resentful that I was paying for the therapy, you 
know, and talking to him like he’s a friend.
R: Mm
P: I can’t talk to someone like that, like a friend and have to pay for it.
R: So really, it’s quite, I guess what I’m picking up, in a sense, is while it was really 
helpful with him being more open, particularly at the beginning for you to begin to open 
up that in the end this openness became perhaps almost like, in a sense this openness 
became somewhat inhibiting because of its friend-like nature and defectiveness.
P: Yes, yes definitely, very. It felt, it felt very uncomfortable. Although it’s great to have 
this sort of therapy, I mean the fantastic openness in the therapy. I, I was regarding him 
as a friend and I couldn’t open up anymore. It’s not like a therapist, patient-therapist 
relationship, I didn’t feel like that.
R: Mm.
P: And it stopped me from actually going further.
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R: Right.
P: He was giving me a lot of advice as a friend and I didn’t think it was appropriate.
R: Mm.
P: I didn’t want advice, I wanted to, to work on the issues we said that we were going to 
work on.
R: Mm.
P: Intimacy, which um, I thought I was going to get out of it.
R: Mm.
P: I did say that, you know. I’ve got problems with intimacy still and that’s really what I 
want to work on, but nothing, nothing was drawn upon that.
R: Mm
P: I didn’t feel as if, you know, I got anywhere with this. It was just like talking to a 
friend, well I’ve tried this and I’ve done, you know, I didn’t benefit from it [30 second 
pause.]. You know, I felt that there was a bit of controlling, you must ring this number, 
you must try to be a lawyer or whatever, I was thinking that’s not what I want to do, I 
don’t. I’m more creative, why are you doing this, you know.
R: Mm
P: It’s because he’s a father and he was telling me about his family, his son and that he 
was giving him advice and I think that’s what he was doing to me. I thought that’s not
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what I really want actually, I’ve had enough of that from, you know, my family 
[Laughs.].
R: What about the psychoanalytic therapy, what would you say led you to terminate that 
one?
P: Um, We were supposed to carry on but then I ended it. She really wanted me to carry 
on and asked me to think about it during the break and I was supposed to carry on with it 
but I didn’t. I feel as if I deserted her, I feel as if I never called her back to tell her.
R: Mm
P: I feel really guilty about it, because she was expecting me to go and see her after that. 
R: What made you not go back?
P: Because it wasn’t the right therapy. You know, what’s the point in pursuing something 
that was very much controlled and, I just have to be honest with myself, you know.
R: Mm
P: And, I wasn’t really prepared to pay for something that wasn’t really helping me.
R: Mm [75 second pause] and at the time before ending, briefly what was going on with 
you in your life.
P: There were the same old things, except I wasn’t speaking to my family at the time.
R: Mm, yes.
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P: Maybe therapy needed to end before I could like see things for myself again, you 
know, think about things for myself, I don’t know. I really don’t know.
R: Mm, [I minute pause] I wonder I’m just thinking is there a connection, if at all, with 
your need to see your family and you ending therapy?
P: I don’t know to be quite honest. It didn’t actually happen, I mean I didn’t see my 
family straight away, it took time before I did see them, so I don’t know.
R: Right. It was something that just sprung to mind.
P: I think maybe I might not have contacted them when I did had I carried on, I don’t 
know.
R: Mm. [10 second pause] and before you started this therapy, what expectations did you 
have?
P: Um, I expected to change myself, learn things, um, the way I behave in relationships. 
I’m sick and tired of being this really possessive um, yeah, this really awful, insecure and 
hung up about intimacy. I wanted to sort all that out, that’s the main thing.
R: Mm
P: That’s my main reason, just want to have a normal relationship. But I didn’t expect it 
to be this difficult, it was really trying, this last one.
R: And would you say any of that was worked through to a point or resolved, if at all?
P: Not fully, I think, um, a lot has been resolved now looking back. I’m not, if I’m 
honest, when I look back, I think [She sighs.] god I’ve come a long way, you know. I’m 
not just this [?] possessive person, you know. I’m more, I use to argue every single day.
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I now hardly ever argue at all, very, very rarely. I think now that I’ve done this work, 
maybe, maybe, I think that maybe the therapist were telling me to stay and work through 
it. And yes I have worked through it to some extent and maybe it was important to stay 
and work through it but, I guess, I don’t think I could have gone any further. I guess it 
was down to [10 second pause] basic things of how I feel [She talks quietly.], you know, 
about you know, the person.
R: Mm.
P: As opposed to, you know, I think that’s what it is, it just boils down to the person. Sort 
of thinking about my relationship with my partner, I don’t know, is it the intimacy 
problem? I don’t know, is it the intimacy problem, is that what’s ruining it or because of 
the basic thing there’s no chemistry or [She’s talking about her partner.] and that’s what 
I’m questioning. I’m really confused.
R: Mm. Confusing. I guess therapeutically things can take time and it sounds like you’re 
questioning whether you should have given up but at the same time uncertain whether 
you could have gone further.
P: Yeah, yes. Yeah. Yeah. Mm.[50 second pause] I never use to be this tolerant before 
[Laughs]. If something wasn’t working I use to think right forget that. I’ve had enough of 
that, you know. I’m so tolerant now, since the therapy. I use to think I can’t do it, its so 
controlling but then carried on with it, saying yes I’m going to do it, and worked hard. 
Well, I think I had had enough, yes and thinking about it, I think this is what I had been 
doing in relationships, you know. I’m not giving up. And I think I’ve come to the stage, 
where I think well actually I’m not with the right person but I’ve worked with so many 
issues and that’s been fantastic and I think its really helped but I mean I still have 
problems [Laughs].
R: Mm. Sounds like a lot of self-reflecting.
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P: Yeah. The thing is that I feel so much guilt around not going back to my therapist. I 
don’t want her to think, you know, that she didn’t do a good job. I have a lot of guilt 
around it, even though it wasn’t working out for me. It’s just the guilt. I don’t want her to 
feel rejected in anyway.
R: Without going into a therapy mode, I wonder what you feel the guilt about terminating 
might be about.
P: [1 minute pause.]. I don’t know. I just have this incredible guilt in relationships. I get 
emotionally so kind of, I can’t hurt their feelings and I find it so difficult. I, I, I think 
yeah, I think, I think [She talks softly.] yeah, I don’t know, I don’t know what it’s to do 
with this connection of I find it so difficult to break away. I couldn’t say I don’t want to 
see you again. I’d rather have, you know, for the therapist to say just say, you know, I 
don’t want to see you again. I think I would have found that easier, than for me to sort of 
just not go back. I think, yeah. I’d rather, you know, she’d done that to me.
R: Mm
P: It was the same with [She names first therapist]. I found it so difficult with him, he 
said “Come in and talk about it” and I said, “No, no, I can’t afford it” and that was my 
excuse because I couldn’t say that it’s not working out for me. So I was a coward, you 
know.
R: Quite a difficult situation you found yourself in.
P: Yeah. I think that’s just the way I am. I did feel really guilty. It’s like with my family, 
I didn’t want to put my family through this pain of not talking to them. I thought my 
mum must be feeling really guilty that she didn’t help. I felt I’ve got to understand that, 
even though I don’t feel incredibly close to her. I don’t have this like, you know, this 
parent-child thing where you think, god, I really miss my mother, you know really 
craving to see her. I’ve never had that, I don’t think I’ve ever had that bond.
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R: Mm.
P: I feel, um, I really don’t want to go and see them. I do love my nephews and nieces, 
they’re great kids. I don’t think I visit because I want to but because I have to. Or they’d 
say “why don’t you visit” or “the other sister’s driving down why don’t you hop in and 
come along”. So I don’t really want to but I have to. It’s as though, it’s like it is the guilt 
of feeling that I’m making it hard for them. I don’t know, it’s like, I think I was ashamed 
of being Asian when I was younger because I was bought up in a white, you know. I 
think I wanted to reject that [Asian culture] than to keep my mother happy and do things 
at home for her. I don’t think that I really accepted it. I’m glad she’s accepting my way of 
living as opposed to, you know, the other way because this is me, you know. I’m not 
going to, I think I was religious at one time
R: Mm.
P: I think I just fell out of it really. I think, maybe, I think it was therapy that really did it 
to me. The therapists that I saw, well both of them, I think, you read the ‘Road-less 
travel’, I think that’s very much, after reading that I thought that whao, there’s no god, 
there is something up there but I’m not sure, I don’t know, its all this control. I keep 
relating religion to control. I keep thinking every single religion is all about control, 
behave this way, do this, do that. I don’t want to be controlled so I completely neglected 
the religion a few years ago, whereas I use to fast all the time. I mean there was a stage 
where I use to cover my head and I use to think yes. I’ve got to be really religious. I don’t 
know why. My mother didn’t want me to do that, she felt embarrassed, she’d say “Why 
you walking around with a head scarf’ I went through this phase, all these phases trying 
to find out, you know, trying to get religious, trying to get myself into some faith, it just 
never worked. And now I’m completely against it.
R: Mm and what would you say therapy represent for you, if anything?
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P; I think for me apart from going through some difficulties, I think for me therapy is a 
place where I could go and feel free, talk freely. It’s the safe room where you can say 
anything you want. It’s telling the person how you feel and feel allowed to say it, but if 
there’s that barrier, you know, then you can’t really do that. And [30 second pause] I 
think I expect to feel free, sort of feel like an individual [Laughs] and not feel judged. It 
would be fantastic if you could have that and be able to talk freely.
R: Well, yes, it would. Maybe there’s a lot there that we can think about as therapists. 
Mm. Um, also thinking about that, I wonder if you’re saying that going for therapy, apart 
from the triggers that led you to have therapy, I wonder if you’re saying that going to 
therapy for you was a way of achieving that independence, to be your own person.
P: You know, I wouldn’t have thought of it like that, but yes, but I don’t think I fully got 
that, you know, with the controlling aspect and that, but she did bring up things that were 
helpful. And it’s like now I’ve gone back to my family and it’s a bit more on my terms 
[Laughs]. And now they’re becoming more open to it and accepting about things.
R: You mentioned that you would return to therapy, if needed. Is there any particular type 
of therapy that you would go for?
P: I’m not sure really. I think. I’d really have to think carefully about it, you know, 
maybe it is about the type of therapy and the personality of the person. I don’t know, 
maybe a group might be helpful I’ve got another friend, [X] actually who is in a group 
and she has found some of it helpful. But still, you know, there are lots of people you 
have to trust. It is, it’s a completely different thing but it might be really helpful, you 
know, to talk to other people and hear their experiences and then you can take steps and 
be open yourself and share things as opposed to someone just listening. Maybe that might 
be a good way forward where their sharing their experience as well as you sharing yours. 
But I don’t know, at this stage, haven’t really thought about it.
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R: Mm, well good luck with it, whatever you decide, it must be very difficult trying to 
pick the right therapy for you and your needs.
P: Mm.
R: And thank you for sharing that with me. It’s been really valuable to hear your side of 
things.
P: It’s been a good experience actually.
R: Mm. Okay, well, I feel that you’ve answered all my questions, is there anything that 
feel you’d like to add to what you’ve said or anything you feel might be helpful that I 
haven’t asked that you consider important?
P: Um, Just what I’ve been saying, you know. The whole point of going to therapy is to 
be completely open, you know, having a really good relationship. It’s so difficult to find. 
It’s difficult to find that. In fact, [Laughs], I think you’d make a really good therapist.
R: Thank you. [Laugh.]
P: It has just been really easy. It’s just been great. This experience has been quite, it’s 
helped me think a little more clearly about things. I think, you know, who ever comes to 
see you will really be very lucky.
R: Well, thank you. So perhaps, if you feel that there’s nothing more to add, we can stop 
here and then if you want to we can debrief after I’ve switched the tape off.
P: Yeah, that would be fine, just that er, if it’s an Asian person I think they’d also get a 
lot out of it. I think that’s quite an important piece of research that you’re doing, I think 
that’s really important. I think it’s a good thing asking us as patients, you know, what we 
have felt, not just the therapist’s understanding of the cultural background.
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R: mm
Tape switched off, debriefing period.
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Appendix K
Personal reflection
My interest in the research topic particularly started during my undergraduate years when 
I also attended a basic skills counselling course. It was further inspired by my experience 
of psychoanalytic psychotherapy when I struggled to continue with forty hours minimum 
requirement set by the course. As a second generation settler in Britain I have been 
brought up and educated here; as a result I have imbibed and internalised the dominant 
norms and values both of this culture and my own. It thus became a challenge for me to 
overcome the obstacles to my own therapy and work through my difficulties, some of 
which I felt were caused by the ‘difference’. I managed this not only by learning more 
about myself and my defences, through various experiences and processes, but also 
through educating my therapist. It has been a hard and at times a painful journey as I 
continue personal therapy, which I am pleased to have continued for as long as I have, 
particularly as it plays a large part in my self-development as a practitioner and a trainee 
on the course. Likewise, I was further intrigued by my own difficulties as a therapist 
when working from a psychodynamic model with south-Asian clients. For example, I felt 
myself wanting to steer away from the model to make a client feel more comfortable and 
see me as someone helpful. In this respect I ‘shied’ away from interpretations that I might 
otherwise ordinarily have made had the client been from a Western background. There 
were also strong dynamics related to gender and age. Furthermore, I was conscious of my 
background, which I believe was a countertransference reaction of my clients and myself 
that emanated from the commonality. These aspects I found difficult to manage, and used 
supervision and personal therapy to work through and avoid any harmful effects on the 
client.
My ‘Asianness’ was also apparent when I co-facilitated a group during my placement last 
year, not only in the instance of meeting an Asian client within the group but also in the 
responses received from the non-Westem clients. Though I believe these were varied and 
in many respects less to do with my background, I was left questioning what they thought 
of me as an Asian. Interestingly, my ‘Asianness’ was not evident in the experimental
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group where I was the only Asian. However, my playfulness was observed and I came to 
realise, within myself, how I used to deflect any attacks on me, which I believe related to 
certain traumatic aspects of my childhood in addition to the anxiety that had been re­
evoked by affairs related to terrorism. The group and my therapist, however, did not 
distinctively perceive me as different which I found pleasing. Nevertheless, I am 
conscious of my process of integrating aspects of both Asian and Western values and 
finding a place somewhere in-between. For this reason I feel that I am drawn to, and 
consider myself as working towards, a more integrative therapeutic style, strongly 
influenced by relational perspectives that have evolved within and beyond 
psychodynamic theory.
While some of my experiences of growing up within a fairly strict Asian family and my 
initial experience of personal therapy resembled that of some participants, others were in 
some ways different. When I began this work I was quite excited to explore what I might 
find, though realising that much of what might be experienced would be common 
dynamics occurring in any client-therapist dyad. I realised that I was the ‘other’ and, 
while some participants welcomed me with a positive attitude, others were initially 
cautious of my background, something I did not anticipate in an interview situation. This 
I found quite daunting at first, and found myself trying to make the participant 
comfortable, which indeed was possible within limitations; some suggested that it was 
okay because they would never see me again; others were more welcoming and showed a 
desire to meet again. However, it was interesting how most participants spoke of concern 
about things being revealed to their family, and I found myself reflecting on how I used 
to be and, to a degree, still am quite secretive when it comes to my family. Some of their 
experiences of therapy also resembled my own, some of which I have overcome and 
others I am still in the process of working through. Although aware that many Asian 
families still hold very strong traditional values, it took me by surprise when faced with a 
‘young’ participant whose ‘current’ experiences within the family unit supported some of 
the more dated research on Asian child rearing and cultural practices. However, I was 
enlightened by the deeper processes, distinct from their presenting problems, of why 
south-Asians might seek therapy, which seemed to have become clearer for them during
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the interview. It appeared that participants not only found it helpful to talk and reflect on 
their experiences but found the interviews therapeutic and enlightening. For many this 
was the first time they had reflected on their experience, but they appeared to manage this 
through splitting: by idealising their current therapist (for those in therapy again) and 
projecting all the bad feelings onto the ‘old’ therapist. In other cases they had suppressed 
their experience until the interview.
One of the challenges for me was how best to create a safe interview space for 
participants to share as much as they wanted but no more. Sometimes this involved their 
talking about some painful, shameful or very difficult feelings in order to explain their 
experience of therapy, and I would find myself checking that they felt comfortable 
enough to continue. However, I was conscious of the fear that they might withdraw. 
During the analysis, I also found myself wanting to respect their vulnerability and at the 
same time not to compromise my analysis.
During the interviews I became aware of my own difficulty in holding the balance 
between wanting to be ‘researcher’ and ‘therapist’, and thus tried to tread very carefully. 
My mode of interacting became empathie and reflective. Although this makes for a good 
qualitative research style, I was also aware of holding back occasionally: I wanted to 
know more about their histories, to challenge and question their assumptions and 
thoughts, and to make interpretations. Moreover, I had to be careful not to be biased in 
the details on which I focused. I also found it difficult to know where to draw the line in 
participants’ talk of other counselling/psychotherapy experiences. However, I felt that it 
was necessary to allow them to continue so as not to disrupt the flow and pace of the 
interview. I felt this allowed for deeper insight into their experiences of therapy and thus 
gave more depth to the topic under discussion.
One of the most difficult tasks was the analysis. This I found frustrating and time- 
consuming. Initially I input the data into a computer programme, but this experience 
made me disengage from the material and so I started again. This time I found it very 
untidy yet it was engaging. Overwhelmed by the data, I found myself wanting to capture
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everything. As I re-examined the themes I began to see new pictures. Once I had come up 
with the themes, I wanted to start again. However, I found it difficult to escape my own 
perspective, and had to make a conscious effort to ‘bracket’ this for a time before 
dwelling on participants’ accounts and their possible meanings. As I went through the 
transcripts this task became easier. However, I felt an important part of the process was to 
check that the data were grounded and represented participants’ experiences. Also having 
a non-Asian check the credibility of this felt reassuring.
Investigating the experiences and processes that might lead south-Asian clients to drop 
out of therapy has been quite a challenging yet an exciting area to investigate, and 
certainly a fertile ground to explore. I feel that doing the research, though difficult at 
times, has enabled me to reflect more deeply on my own processes, and the impact that 
this might have on my work as a practitioner.
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Appendix L
Themes
Superordinate Third Order Themes with Constituent Second Order Themes and First 
Order components
Third order theme: (i) Secrecy and trust
Definition: The tendency for individuals to hide aspects of their self from others to 
remain safe and avoid negative evaluation and judgement. This theme seems to dominate 
their life experience as they struggle to avoid being found out for fear of anger.
Various themes around secrecy and openness were the most powerful themes in this 
category which revealed three second order themes.
a) Second Order Theme - Need for secrecy for fear of being judged.
Uncertainty about how much can be revealed
Fear of being overheard
Shame of revealing
Fear of being judged
Sharing present different to shared past
Feeling vulnerable to being judged
Secrecy about therapy
Fear of being found out
The need to keep a secret
b) Second Order Theme - Developing trust.
Trust
Difficulty in trusting 
Trust in confidante (friend)
Trust in therapy 
Confidence
Trust in a professional relationship 
Fear of anger
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Secrecy
Need for trust
Fear of shaming family
Developing trust
A feeling of insecurity
Gradual exposure in group
Feeling of insecurity related to dependency
Acknowledgment and trust
Reluctance to depend on therapy / trust
Uncertainty
c) Second Order Theme - The suppression and expression of emotion.
Suppressing emotions 
Frustrations out 
Let it out
Openness limited in relation to family 
Repressing emotions
Feeling inhibited from talking about persons cultural issues 
Feeling more guarded with men 
Comfort with females 
Issues with men
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Third order theme: Hi) Negotiating and wrestling with aspects of Asianness
Definition: Integrating desired or discarding undesired aspects of Asian culture and 
values with Western values and beliefs of the family.
Themes reflecting negotiation of cultural and religious identity and values were the most 
powerful in this section revealing four second order categories:
a) Second order themes -negotiating difference of religious and cultural identity.
Conflict in self related to religious belief 
Identification with culture 
Negotiation of Asian religious identity 
Negotiation of religion Asian religious identity 
Specific in judgment of sins 
Respect for guidelines of culture 
Evolution of cultural values 
Restrictions as a result of faith 
Identity with self and other religions 
Finding a common ground with other Asians
b) Second Order Theme - Wrestling with restrictions and personal obligations relating to 
family values.
Family/cultural restrictions
Family wanting to keep children Asian
Resentment of Asian control- restrictions
Therapy distancing from family
Personal obligation
Guilt
Shame towards culture
Conflict between personal action and assistance 
Happiness in relation to family
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Guilt of wanting to be separate (separation?)
Not recognised in Asian family 
Conflict over independence
The struggle with expectations and responsibility related to family 
Resentment of culture
Uncertainty about by certain aspects of culture 
Stereotyping inhibiting exploration
c) Second Order Theme - Negotiating Asianness.
Lack of trust in male Asians 
Negotiating Asianness to family 
Separation away from family to live anew 
Negotiation of Asianness 
Variation in Asianness 
Jealousy
Not judging due to race
Sense of separateness from the rest of society
Acknowledgement of difference
The search for security
d) Second Order Theme - Personal change, new openness finding a way forward.
The attempt to find identity as an Asian 
Negotiation of Asianness in relation to other Asians 
Change through western influence- breaking free 
Change- acceptance 
New closeness to family (merger)
The attempt to change/ letting go of old ways of being 
Reflections on therapy influencing change 
The split self-- who am I?
Different selves 
Place within family
The selection of Asian and non-Asian values
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Learning different things from different cultures 
How do other cultures negotiate their culture? 
Difference between Asian families and Western ones 
Identification with Asian and non-Asian friends 
Split self- what am I to do versus fear of abandonment 
Negotiation biased by fear of abandonment
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Third order theme: (iiO Expectations met/unmet and emotions surrounding leaving
Definition: Reconciling the potential promises and disappointments that occur in the 
psychotherapeutic process.
Various themes around expectations of therapy and outcome leading to anger, frustration 
and resentment surrounding the therapist’s limitations and lack of understanding related 
to self and culture were the most powerful themes in this 
category which revealed three second order themes.
a) Second Order Theme - Discrepancies between expectations of therapy and ‘real’ therapy. 
Expectation of therapy
Expectations about different models of therapy 
Anticipated deeper analysis 
Not getting enough out of it resentment 
Initial thoughts about therapy ‘not for me’
High expectations about therapy
Expectation of therapist- similar to a friend, warm and empathie
Give therapy a chance
Recommendation
Need for self-exploration versus difficulty with motivation 
Expectation of therapist as ‘white’
Expectations of cultural understanding changed
Disappointment that therapist did not put things right in context of her own 
culture
Surprise at therapists’ analysis of progress 
Expecting to be understood 
Expecting to fulfil a role
b) Second Order Theme - Therapy reached its natural conclusion and can go no further.
253
Mission completed
Therapy- temporary fix
Short-term fix led to reawakening of issues
Frustration out/could go no further
Leaving it behind
c) Second Order Theme - Doubts over therapist’s skills manifesting therapeutic failures.
Resentment of therapy
Understanding limitations of a single therapy
Anger at therapy
Failure of therapist to meet expectations
Suitability of therapy
Uneasiness with questioning methods
Sense of desperation
Reluctance to return to therapy
Insensitivity
Inadequacy of therapy
Utter disillusionment
Desire to escape
Rejection
Anger towards therapist
Left feeling distraught
Blamed therapist related to pressure
Disappointment/frustration
Shattered
Therapy tainted by first_experience 
Need for therapy versus fear of facing it 
Readiness to return to therapy 
Untrained at separations 
Management of departure 
Renegotiation of relationships 
Guilt related to manner of ending
254
Management of feelings- pushing experience of therapy aside 
Failure to resume therapy
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Third order theme: (ivJ Asian clients’ interpretations of empathy and understanding
Definition: Reflection on the therapist’s ability to provide accurate empathy and 
containment in relation to cultural and non-cultural values.
Various themes attributed to the analytic frame and holding environment in addition to 
the therapist’s lack of understanding of culture were causes of concern for the clients. 
This led to a feeling of not being contained which manifested in an inhibited form of self­
exploration. The most powerful themes in this category thus revealed three second order 
themes.
The analysis revealed three second order themes.
a) Second Order Theme - Yearning for a demonstration of empathy.
Need for therapists’ self-disclosure 
Feeling uncontained
Disappointment that therapist didn’t put things right in context of therapy
Need for fantasy therapy
Need for age similarity
Sharing of a common bond
Openness as a vital part of therapy
Need for empathy
Need for understanding
Differences in empathy between models of therapy
Need for reassurance
Need for direction
Need for identification of similarity
Need for freethinking and open-minded attitude of therapist
Identification of the individual as opposed to culture
Need for therapy versus fear of facing it
Need for therapy
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b) Second Order Theme - Empathie failures.
Need for slower pace
Lack of client involvement
Therapists’ limited understanding of culture
Restrictions-interfere with communications
Shame of revealing to therapist
Age barrier hindering empathy
Advice giving / directiveness
Lowering of self-esteem
No connection / lack of attunement related to counsellors
Need for a less dominating environment -  choice and freedom related to
seating arrangements
Blurring of boundaries
Conflict within therapeutic relationship not addressed
Unhelpful stereotyping
Anger towards cultural labelling
Need to explain Asian family dynamics
Uncertainty surrounding therapist’s identification
‘Asianness’ not important- need for culturally minded and culturally aware 
therapists
c) Second Order Theme - Successful demonstration of therapists’ empathy.
Identify as Asian with therapy 
Respecting the therapist 
Humanity of the therapist 
Trust in therapy / Feeling heard 
Empathy facilitates openness 
Personality of therapist 
Professional relationship providing empathy 
Use of appropriate cues 
A suitable pace of therapy
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Therapist’s background becomes relevant to issue 
More suitable style of therapist 
Shared cultural understanding 
Empathy relating to religious identity 
Understanding despite cultural differences 
Identification of Asian upbringing 
Finding a common ground with others 
Attachment in therapy
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Third order theme: M  Family transference
Definition: Aspects of family relationships and dynamics re-experienced in and 
impacting on the therapeutic process.
The analysis revealed three second order themes.
a) Second Order Theme - Re-experiencing guilt in the transference.
Attachment in therapy 
Guilt
Family transference related to leaving
Guilt related to therapy similar to that of leaving family
b) Second Order Theme - Experience of being controlled relieved {relived?] in the 
transference.
Being pulled by the group 
Defensive, feeling criticised 
Therapist’s reluctance to let go
Family transferential issues related to what therapist wanted
Family pressure relived in transference
Family transference relating to restrictions
Family transference and relationship to control
Fear of being criticised related to an older person
Tn your face’ related to cultural control
Lack of openness related to family
c) Second Order Theme - Therapists or people in therapy fulfilling family roles.
Family transference 
Searching for family in the group
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Therapists a reminder of sibling
Awareness of existence of connections with family within therapy
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Third order theme: fvi) Personal insight and self-reflection
Definition: Awareness of one’s difficulties and problems, and acknowledgement of the 
degree of personal responsibility for them. Growing through the therapeutic process.
The analysis revealed three second order themes.
a) Second Order Theme - Personal insight into presenting difficulties.
Deep insecurities led to difficulties in relating 
Need to work through difficulties 
Need for self-reflection 
Acknowledging responsibility 
Self-reflection through therapy 
Self-awareness of difficulties
Self-learning / cultural background plays a significant role
Realisation of therapy as helpful and much needed
Awareness of need of support
Acceptance of responsibility / owning up
Reflection on past family difficulties in relation to present
b) Second Order Theme - Developing a greater sense of individuality.
Struggling with intimacy / individuality 
Recognising value of individuality 
Reflection on therapy and individuation 
Reliance on self
c) Second Order Theme - Therapy enabling deeper self-reflection and personal insight.
Talking clarifies issues 
Emotional maturity
Recognition of issue with trusting men versus lack of self-understanding
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Growth from therapy
Reflections on therapy leading to change and insight 
Deeper reflection- unresolved crisis not talked about in therapy 
Learning to be tolerant and how to work hard 
Need to be assertive in relation to therapy 
Deeper understanding of self ‘putting up a front’
Better relations with parents resulting from giving in
Taking of responsibility for actions made under pressure
Reflection on control of anger and relationship to guilt
Self-learning -  control of anger
Need for therapy versus fear of facing it
Readiness to return to therapy
Untrained at separations
Management of departure
Renegotiation of relationships
Guilt related to manner of ending
Management of feelings- pushing experience of therapy aside 
Failure to resume therapy
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Research Report
The effect of ethnie matching on therapy process and outcome, and the role of 
culture-sensitive factors in therapy with south-Asian clients
Abstract
This study generalised Farsimadan and Draghi-Lorenz’s (2005 in print) results to a 
sample where there was mismatching between ethnic minority clients and ethnic majority 
therapists residing in the UK, and investigated process and outcome of therapy in 107 
participants split between the ethnically matched and non-matched dyads. Another key 
aim in this investigation was to explore further the effects of culture-sensitive variables 
on therapy process and outcome as identified in previous research (Khan, 2005). 
Participants completed a set of questionnaires related to process and outcome in two 
stages: before and after therapy. Significant differences were found between the dyads on 
the majority of the variables considered. Multiple regression analyses found direct 
support to substantiate the notion that ethnicity affects both process and outcome, and 
length of therapy affects process. Also, the culture-sensitive variable of secrecy and 
pretend-self was found to be a significant predictor of both process and outcome. 
Implications for research and practice are briefly considered.
Keywords: Ethnicity, matched, non-matched, therapy, culture-sensitive variables
Address for correspondence: Psychology Department, School of Human Sciences, 
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Introduction
Since the 1970s there has been an increase in research on the role of ethnicity/culture in 
the determination of process and outcome of psychotherapy, yet results are mixed. Six 
major reviews have appeared in the past thirty years or so examining the effects of ethnic 
similarity in therapy (Harrison, 1975; Sattler, 1977; Abramowitz & Murray, 1983; 
Atkinson, 1983; Karlsson, 2005; and Farismandan et ah, 2005 (in print)). In Sattler’s 
(1977) review on the effect of ethnicity in psychotherapy, no significant differences were 
found in treatment outcome, length of treatment or Black client reports of satisfaction 
when treated by either a Black or Caucasian therapist. Harrison (1975), Atkinson (1983) 
and Abramowitz and Murray (1983) all reviewed studies that had examined various 
measures of the counselling process and outcome, and found an even split between 
studies that found and studies that failed to find an effect due to ethnic similarity. More 
recently, Karlsson (2005) found that results varied according to type of methodology and 
suggested that there was no overall empirical evidence of the effect of ethnicity in 
psychotherapy. Reviewing the same literature as Karlsson, Farsimadan (2001, in 
preparation) reached a different conclusion i.e. that most ethnic minorities prefer an 
ethnically similar therapist over an ethnically dissimilar therapist. However, like 
Karlsson, she further suggested that the findings might also be confounded by large 
within-group variability. She looked at studies examining within-group differences (e.g. 
participants’ level of acculturation, cultural commitment, cultural mistrust, stage of ethnic 
identity development, type of presenting problem) and those that ignored within-group 
differences. Though studies that included individual variables were limited, she found 
that preference for therapists of similar ethnicity might be influenced by individual 
variables that interact with ethnicity, and not ethnic matching per se. Clearly, however, 
the variety of opinions on the matter calls for further work in this area.
One possible problem is that most of the research to date has been undertaken in the USA 
and the majority of studies have employed an analogue research design or relied on 
vignettes. Studies on the effect of ethnic matching on process and outcome using data 
from actual clients are comparatively rare. Analogue studies, which boast high internal
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validity, do not typically represent particulars of the therapeutic process that emerge over 
many sessions in real life client-therapist dyads (Vera, Speight, Mildner & Carlson, 
1999). There are some interesting archival studies, however, benefiting from ecological 
validity, which suggest ethnic non-matching has a detrimental effect on outcome and 
significantly increases the chances of premature client dropout (Beutler, Machado, & 
Neufeldt, Flaskerud, 1994; Flaskerud, 1991; Sue, 1977; Sue, 1998; Sue et al., 1991). For 
example, Flaskerud’s (1991) study looked at hundreds of case records of Asian American 
clients seen in Los Angeles’ mental health centres between 1983 and 1988, and found 
that ethnically matched dyads not only had lower dropout rates but the clients attended 
more sessions. A number of suggestions of why this might have been have been put 
forward by Patterson (1978) suggesting difficulties in communication or barriers to 
empathie understanding. It is suggested that this might be a function of the therapists’ 
inability to respond to the divergent expectations and needs of ethnic minority clients 
(Sue, 1977; 1978). However, these studies naturally do not include any measure of 
process, and they have been criticised on the grounds that they do not properly control for 
the effect of demographic factors (Karlsson, 2005).
There are also a small number of non-archival studies drawing data from real clients and 
therapists, but the findings are inconclusive. For instance, Ricker, Nystul & Waldo
(1999) examined ethnic similarity, working alliance and therapeutic outcome among 19 
ethnically matched and 32 non-matched therapeutic dyads. They found a positive 
relationship between ethnically matched dyads and outcome but no relationship between 
ethnically matched dyads and working alliance or therapeutic alliance and outcome. In a 
much larger study of 973 therapist-client dyads Erdur, Rude, Baron, Draper and Shankar
(2000) reported little evidence that therapist-client ethnicity match affects either the 
working alliance or the therapeutic outcome. Somewhat differently from studies on the 
general population, the study also found that whilst working alliance had a significant 
effect on outcome its size was small. However, these studies draw their samples from 
college students who tend to be much younger, more acculturated/integrated and of 
higher socio-economic status and hence not representative of the population. One further
267
criticism in the case of Ricker et al.’s study might be that it would be difficult to make an 
informative assessment given that each of the six sessions only lasted 4 minutes.
In order to address some of these problems, Farsimadan et al. (2005, in print) investigated 
the effects of ethnic matching on both process and outcome in 100 therapeutic dyads with 
actual clients from the general population in the UK. The study found that ethnic 
matching was the sole significant predictor of working alliance and perceived therapist 
credibility, and a significant predictor of therapeutic outcome. This study also found that 
the process mediates the relationship between ethnic matching and outcome. This is 
particularly interesting as it is in line with results from research on the mediatory role of 
process in the general population. However, Farsimadan et al.’s study only included 
therapists from ethnic minorities. We do not know whether these results would generalise 
to the wider population of therapists in the UK. For example, one might argue that 
therapists from the host culture may find it even harder to empathise with a client from an 
ethnic minority than therapists from other ethnic minorities, who at least share the 
experience of not belonging to the host culture. Yet, it is equally possible therapists from 
the host culture may be better at supporting cultural integration simply by bringing their 
own ‘Western self into the therapeutic relationship. For instance, the therapist may be 
modelling Western ways of being in relationships when not openly suggesting them, or 
model ways of dealing with difficult feelings and emotions.
In addition, Farsimadan et al.’s study included clients from a range of different ethnic 
minorities (28% Indian, 18% Pakistani, 14% Bangladeshi, 36% Black and 4% Middle 
Eastern). Whilst this makes the study more representative, it could be argued that clients 
from different cultures may face different kinds of difficulty with a non-matched 
therapist. If we really want to understand how ethnic background impacts on the 
therapeutic relationship we may also need to consider culture-sensitive factors that could 
play a role in the development of a therapeutic relationship with therapists from the host 
culture. In brief, research is needed that includes non-matched dyads where the therapist 
is from the host culture in the UK, and that explores the role of specific cultural
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differences rather than just whether a difference exists between client and therapist or 
not.
One of the largest ethnic minorities in the UK incorporates people of Indian, Pakistani 
and Bangladeshi origin, which will here be inclusively referred to as south-Asians. 
Several authors have proposed that south-Asian child rearing practices promote ways of 
relating to others and relational expectations that will impact upon the therapeutic 
relationship in their own specific manner (Khan, 2004). Factors identified include issues 
of secrecy and difficulties with trust. In a qualitative analysis of clients’ accounts of their 
experiences of therapy, Khan (2005) identified further factors of possible interest among 
eight south-Asian clients who had dropped out of therapy. The themes identified included 
‘secrecy and trust’, but also ‘negotiating and wrestling with aspects of ‘Asianness” , 
‘expectations met/unmet and emotions surrounding leaving therapy’, ‘clients’ 
interpretations of empathy and understanding’ (including issues of clients’ perceived 
stereotyping and being of similar/different age to the therapist), ‘family transference’, and 
‘personal insight and self reflection’. That these themes may be particularly important 
resonates with features of south-Asian culture (Khan, 2004) and the participants 
identified them as the source of several issues between themselves and their therapists. 
This effect on the therapeutic relationship, including participants’ reports of withholding 
information whilst wanting to be seen and not judged, because of age difference or 
perceived differences in culture-related values could be interpreted in terms of the 
theoretical frameworks proposed by some theorists’ ideas central to ‘self presentation’ 
(Jones & Pittman, 1982; Schlenker, 1980; Schlenker & Weigold, 1989) and 
‘identification by proxy’ (Thomas, 1999).
Such theorists argue that clients often conceal negative reactions and personal 
information from the therapist in an attempt to construct desirable images of themselves 
for various audiences, including the self. Lennox Thomas (1999), though he focuses on 
children in his work, particularly children with ‘difference’, goes as far as to suggest that 
minority groups’ prolonged struggle to gain a positive sense of themselves may force 
them to obscure their difference by assuming a false or proxy self in the engagement or
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communication with others, including the therapist, for self-protection. Such theorists 
therefore might predict that clients with a tendency towards constructs such as secrecy 
and mistrust or social desirability might put forward a ‘host culture’ self with both the 
therapist and his/her culture in a way that they perceive as more acceptable and safe. 
Indeed, research shows that therapists’ judgments of clients are affected by the clients’ 
initial self presentation (Schwartz, Friedlander, & Tedeschi, 1986). The risk of client 
reactions, particularly negative ones, going unnoticed is therefore increased (e.g. Hill et 
al., 1992; Regan et al., 1992). The consequences of this are debatable considering the 
recent research supporting the self-presentation perspective, which suggests that clients 
may benefit from hiding some undesirable aspects of themselves from their therapists 
(e.g. Kelly, 1998,2000).
Aims, hypotheses and objective
Building on the previous literature, particularly Farsimadan et al.’s (2005, in print) and 
Khan’s studies (2005), this research aims to examine the effects of ethnicity on the 
therapeutic process and outcome over time with actual south-Asian clients residing in the 
UK. More specifically, the study aims:
A) to test whether Farsimadan et al.’s results generalise to the wider population in the 
UK by comparing measures of process and outcome in ethnically matched White 
therapeutic dyads with those from ethnically non-matched dyads with White 
therapists and south-Asian clients.
B) to see whether the culture-sensitive themes identified by Khan (2005) generalise to 
the general population of south-Asian clients, differentiate between them and White 
clients, and explore the possibility that these themes may contribute to 
ruptures/difficulties in the therapeutic process in the non-matched dyads.
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In keeping with results from similar studies with real clients, in response to A it is 
hypothesised that:
1. outcome will be significantly more favourable in the ethnically matched dyads 
than in the non-matched ones.
2. process variables will also be significantly more favourable in the ethnically 
matched dyads than in the non-matched ones.
With regards to aim B a set of items are produced on the basis of the previous research 
and the literature on aspects common to south-Asian cultures that may be relevant to the 
development of a therapeutic relationship. Two main working hypotheses are proposed:
1. that it will be possible to identify factors that differentiate between ethnically 
matched and non-matched dyads.
2. that at least some of these factors will have an effect on process and hence 
outcome of therapy.
The study’s ultimate objective is to provide therapists with information that can help 
them form and develop an empathie therapeutic relationship and working alliance, 
leading to a positive outcome of therapy.
Method
Design
This study used a quasi-experimental design treating the ethnicity match of therapist and 
client as an independent variable with two values (matched and non-matched). The 
dependent variables were overall one measure of therapeutic outcome (as measured by 
changes of pre- and post-therapy scoring on the Brief Symptom Inventory, (Derogatis, 
1993)), one main measure of therapeutic process (as measured by the Working Alliance 
Inventory, Horvath & Greenberg, 1989), three other measures of therapeutic process
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(Cultural Change, Pretend Self and Secrecy in Therapy, and Client’s Perceived Level of 
Stereotyping by Therapists, as developed and validated by the author) and two measures 
of personality traits unrelated to therapy (Self-Concealment Scale, Larson & Chastain, 
1990 and The Marlowe-Crowne Social Desirability Scale, Reynolds, 1982).
A postal questionnaire-based approach was employed to increase the potential to survey 
the experiences of a greater number of participants.
A Priori Power Analysis
An a priori power analysis was conducted using G*Power (Erdfelder, Paul & Buchner, 
1996) and suggested recruiting 130 participants between the two groups.
Participants
Participants were recruited from five voluntary agencies"^  ^from London and its suburbs. 
Two of these agencies were culturally sensitive and catered for minority clients offering 
them a choice of therapist, matched or unmatched. The remaining three agencies were 
predominately run by White therapists, though therapists of differing ethnic groups also 
formed part of the agencies. Prospective participants were eligible for inclusion on the 
basis of 1) being either Indian, Pakistani, Bangladeshi or White 2) being fairly fluent in 
the English language and 3) starting a form of individual psychotherapy with a White 
therapist 4) not being in either of the categories of exclusion. These exclusion criteria 
were a) clients diagnosed with personality disorder, schizophrenia or psychosis and b) 
clients whose therapy involved the NHS in any form. The length of therapy ranged from 
4 to 36 sessions and varied in the number of sessions per week from one to three.
Two-hundred questionnaires were distributed amongst the five agencies, and 143 were 
returned, a response rate of 71.5%. Out of the 143 questionnaires received, thirty-six 
(25.2%) questionnaires were excluded because of missing data, non-return of post­
therapy questionnaires, completion of therapy due after the submission date, and
Recruiting participants through the NHS would have necessitated seeking ethical approval through the 
procedures stipulated by the Central Office for Research Ethics Committees. The time parameters o f  this 
research meant that it was not possible to engage in this potentially lengthy process.
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participants entering into therapy with an Asian therapist. With regards to the last 
exclusion point, ethnic minority-minority dyads were not proposed to form the purpose of 
the study, and further considering that only a small number of responses were received 
(eight, 5.6%) from such dyads these were excluded. Of the total number of responses, 
107 made up the sample which consisted of 45 from the matched group (42.1% response 
rate) and 62 from the non-matched group (57.9% response rate).
From the sample, participants described their ethnicity as follows: thirty-eight White 
(35.5%), seven White other (6.5%), thirty-one Indian (29%), eighteen Pakistani (16.8%) 
and thirteen Bangladeshi (12.1%). However, for the purpose of this study ethnicity is 
categorised as two groups: White (forty-five matched dyads (42.1%)) and Asian (sixty- 
two non-matched dyads (57.9%)). Of the sample, forty-four participants (41.1%) were 
male, of which twenty were categorised as White (45.5%) and twenty-four as Asian 
(54.5%). Sixty-three of the sample (58.9%) were female, of which twenty-five were 
White (39.7%) and thirty-eight were Asian (60.3%).
Of the 80 Asians who answered the question related to generation differences on the 
demographic questionnaire, 8 (10%) were from the first generation, 55 (69%) from the 
second and 17 (21%) from the third. In response to level of education participants 
entered, 19 (18%) entered no education (of which 8 (42%) were White and 11 (57%) 
were Asian), 57 (53%) below undergraduate (of which 25 (44%) were White and 32 
(56%) were Asian), 30 (28%) post graduate (of which 14 (47%) were White and 16 
(53%) were Asian), and one (0.9%) did not enter a response (The respondent was Asian). 
In response to type of therapy entered into, 29 (27%) entered psychodynamic (of which 
16 (55%) were White and 13 (45%) were Asian), 33 (31%) person-centred (of which 15 
(45%) were White and 18 (55%) were Asian), 16 (15%) cognitive behavioural (of which 
9 (56%) were White and 7 (44%) were Asian), 18 (17%) integrative (of which 8 (44%) 
were White and 10 (56%) were Asian), 10 (9%) gestalt (of which 4 (40%) were White 
and 6 (60%) were Asian) and one (1%) participant did not enter type of therapy (The 
respondent was Asian).
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Instruments
The Brief Symptom Inventory (ESI): Developed as a shortened form of the SCL-90-R 
(Derogatis, 1983), the BSI is a 53-item self-report rating scale of psychological distress. 
This study used the Global Severity Index (GSI) of the BSI, considered to be the best 
single predictor of a participant’s level of distress (Derogatis, 1993). Each item of the 
BSI is rated on a five-point Likert rating scale of distress (0-4), ranging from “not at all” 
(0) to “extremely” (4) with higher scores representing greater psychological distress. 
Participants responded by using the scale to indicate how much they were distressed by 
the symptoms in the last seven days at the start of therapy and subsequently at the end of 
therapy. The differences between the two measures will be the outcome measure. 
Derogatis (1993) reported internal consistency estimates with an alpha of .89 and test- 
retest reliability of .90 for the GSI (.94 for pre and post therapy in this study).
The Working Alliance Inventory (WAI)\ Horvath and Greenberg (1989) developed a 36- 
item self-report measure designed to assess Bordin’s (1980) tripartite model of the 
working alliance. It measures therapist and client perceptions of the quality of the 
alliance through three theoretical constructs of goal, task and bond, and yields scores for 
each of these, as well as an overall alliance index. Each subscale consists of 12 items 
rated on a seven-point Likert scale, ranging from “never” (1) to “always” (7). According 
to Bordin, emphasis on the bond, task and goals sub-dimensions would vary according to 
the theoretical orientation of an approach (see also Horvath & Greenberg, 1989). Many 
therapists in this study worked from a variety of approaches including interpersonal, 
humanistic, psychodynamic and cognitive behavioural approaches. It was felt that a 
common sub-dimension such as the Bond scale, stressing the importance of attending to 
the relation between client and therapist, would be better suited to the study as not all 
approaches necessarily attend to the goal and task sub-dimensions. Thus only the Bond 
subscale was used to measure process (for a similar choice see also Ricker, Nystul and 
Waldo, 1999), with a high score signifying a strong relational alliance between client and 
therapist. Additionally, the WAI assesses the quality of the alliance from different 
perspectives, the client’s and the therapist’s. For this study, only the client version of the 
measure was used, as it has been found to be a better measure of the working alliance
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than the therapist version (Horvath & Symonds, 1991). An alpha of .88 for this scale was 
reported by Horvath and Greenberg (1989) and .93 for this study.
The Self-Concealment Scale (SCS): Aspects of participants’ general traits outside therapy 
were assessed using the 10-item SCS that measures the predisposition to conceal from 
others personal information that one perceives as negative or distressing. This was used 
to generate information about participants’ general tendency and its relationship to their 
tendency in therapy. The scale items assess a) a tendency to keep personal information to 
oneself (e.g., “There are lots of things about me that I keep to myself’), b) having a 
personally distressing secret or negative thoughts about oneself that have been shared 
with very few people (e.g., “I have negative thoughts about myself that I never share with 
anyone”) and c) concerns about the disclosure of personal information (e.g., “If I shared 
all my secrets with my friends, they’d like me less”.). On a five-point Likert scale, 
ranging from (1) strongly disagree to (5) strongly agree, respondents indicate to what 
extent they agree with the items, higher scores indicating greater level of self­
concealment. An alpha of .83 was reported by Larson and Chastain (1990) and the same, 
.83, for this study.
The Marlowe-Crowne Social Desirability Scale (MCSDS; MC-Form C): A  short-form of 
the MCSDS, the MC-Form C comprises 13 true-false items that measure social 
desirability or the tendency to present oneself in a favourable light. Crowne (1979) 
specifically construed the MCSDS as a measure of avoidance and disapproval. In the 
development of the scale, social desirability was “defined more broadly to refer to the 
need of Ss to obtain approval by responding in a culturally appropriate and acceptable 
manner” (Crowne & Marlowe, 1960). In this study it was used to generate information 
about participants’ tendency, in general, to exhibit such traits. The MC-Form C contains 
items such as “I have never deliberately said something that hurt someone’s feelings” and 
“I sometimes feel resentful when I don’t get my way”. Scores range from 0-13 with 
higher scores indicating higher social desirability of responding. Reynolds (1982) 
reported that the MC-Form C has acceptable levels of reliability (K-R 20 = .76) and
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compares favourably with the reliability of the 33-item inventory. Alpha for this study 
was .83.
Demographic Questionnaire'. This elicited participants’ background information such as 
age, gender, ethnicity, nationality, type of therapy, length of therapy, client expectations 
and details of any previous experience of therapy.
Culture-sensitive questionnaires
The following four self-report measures were developed by the author to assess 
participants’ culture-sensitive responses in therapy related to constructs such as secrecy, 
the ‘putting forward’ of a host-culture self or a pretend-self with the therapist, and 
participants’ perception of therapists’ stereotyping, as discussed. An additional construct 
of cultural change assessed how they felt about themselves culturally. The items were 
developed from a recent qualitative study (Khan, 2005) exploring participants’ 
experiences of therapy associated with premature termination. This identified various 
attitudes that participants held in relation to their therapist, their experience and 
understanding of the difficulties encountered, and what may have led them to terminate 
therapy prematurely. Questions were also developed by further research associated with 
such constructs (e.g. Hill, Thompson & Corbett, 1992; Kelly, 1993; Laungani, 2004; 
Regan & Hill, 1992; Schlenker, Britt & Pennington, 1996; Schlenker & Weigold, 1989; 
Segal, 1991; Sue et al., 1991; Suinn, Rickard-Figueroa, Lew, & Vigil, 1987; Thomas, 
1999). The pool of questions addressed the more covert processes that clients may 
respond with in therapy and reflected the composite expression of how they felt, thought 
and behaved to give a more global method of examination. Each scale therefore focused 
on a mixture of affective, behavioural and cognitive responses. Example items include a 
behavioural response: “I tried to alter how I came across to my therapist” (construct - 
pretend-self in therapy), affective response: “I was worried that my therapist would judge 
me” (construct -  perceived stereotyping by therapist) or “I would experience anxiety 
being different from my family (construct -  cultural change), and cognitive response: “I 
thought carefully about what I should and should not reveal in therapy” (construct -  
secrecy in therapy). The researcher wanted to see if these culture-sensitive variables were
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mirrored by participants in this study, and whether there was a relationship with outcome. 
As all the statements derived from a qualitative study, a literature review and various 
corresponding scales from the literature, the questionnaires had both content validity and 
face validity.
All four scales, ‘secrecy in therapy’ (SecT) (10-items), ‘pretend-self in therapy’ (Ptd-S) 
(12-items), ‘perceived stereotyping by therapist’ (PST) (11-items) and ‘cultural change’ 
(Cl) (12-items) were rated on a 7-point Likert scale ranging from (0) strongly disagree to 
(6) strongly agree. A Likert scale is the most popular scaling procedure in use today 
(Oppenheim, 1998). The possible score on each scale varied. The first ranged from 0 to 
60, the second, 0 to 72, the third, 0 to 66 and the fourth 0 to 72. The higher the score, the 
higher the tie with the corresponding construct under question.
Every item in the questionnaire, the instructions and the layout were piloted 
(Opprenheim, 1998). Thirty trainee counselling psychologists and twenty members of the 
general population from Caucasian, Indian, Pakistani and Bangladeshi origin who had 
previously undertaken a course of psychotherapy were recruited for piloting. The 
participants in the study considered eight items as vague and open to multiple 
interpretations. These items were rephrased. The questionnaire was then piloted again 
and no further corrections were considered to be necessary.
Following the study, internal consistency estimates of reliability (Cronbach’s Alpha) 
were also computed for each of the culture-sensitive scales with n =107. According to 
Barker, Pistrang, & Elliott (2002), the suggested standard for ‘good’ reliability is .80, for 
‘acceptable’ is .70. and for ‘marginal’, is .60. The alpha scores for all these indicated 
‘good’ to very good reliability (secrecy in therapy (.855), pretend-self in therapy (.896), 
perceived stereotyping in therapy (.885)), except for the cultural change scale. Four 
questions were, therefore, removed from this scale to improve reliability. The four 
questions were positively worded and appeared to belong to a separate construct. A final 
alpha score of .833 was obtained. A preliminary examination for Multicollinearity in the 
measures from the correlation matrix revealed substantial correlations between the first
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three of the culture-sensitive measures: secrecy with pretend-self (R = .880, p < 0.01), 
secrecy with perceived stereotyping (R = .844, p < 0.01) and pretend-self with perceived 
stereotyping (R = .806, p < 0.01). This was potentially problematic for these measures as 
predictors in multiple regression analyses as there is relatively little to be gained by 
employing predictor variables which share a large proportion of variance. Field (2005) 
argues that associations should not exceed some cut-off point of .80 or .90, which was the 
case for these measures in the current study. For this reason, the first of these two 
measures, secrecy in therapy and pretend-self in therapy were combined to form one 
measure resulting in a combined alpha level of .935. The range of possible scores also 
increased (from 0 to 132). Perceived stereotyping in therapy, although it also shared a 
large variance of .844 with secrecy and .806 with pretend-self, was considered on face 
validity to measure a different construct. For this reason, it was included in the study as 
an important measure in its own right.
Procedure
Ethical approval was obtained from the University of Surrey’s Ethics Committee 
(Appendix A). Fifty-five voluntary agencies/organisations were contacted by the 
researcher to recruit participants by means of a covering letter for the organisation 
(Appendix B(i)) and information sheet for the organisation (Appendix B(ii)), outlining 
the purpose and objective of the study, recruitment criteria and procedure. A sample 
participants’ pack was also enclosed. Of these agencies/organisations five agreed to 
contract. Following the consent of each, the agencies chose one of two possible methods 
of data collection that was acceptable to them. Packs were either distributed to 
prospective participants via their therapist or displayed in the waiting area with 
appropriate posters.
In the former case, the therapists handed out the information/questionnaire packs at the 
start of therapy and again on completion of therapy, and were asked to refer any 
questions that the client may have back to the researcher. All replies were made via the 
stamped addressed envelopes provided, or picked up from the organisations wherever 
they made this offer.
278
In the latter case, a poster (Appendix C(i)) was used to invite prospective participants, if 
interested, to take an information sheet and envelope from a pink box labelled “Stage 1 - 
Start of therapy”. The information sheet provided facts regarding the method of 
completion and return of the consent form and questionnaires via the stamped addressed 
envelope provided. In addition, reference was made to the necessity of taking and 
completing a second set of questionnaires at the end of therapy from a blue box labelled 
“Stage 2- End of therapy” and returning them again in the envelope provided. An 
additional poster (Appendix C(ii)) referring to the second set was also provided as a 
reminder to participants.
In both methods, to identify participants without compromising anonymity, each was 
asked to keep a note of their participant number and an identity code personal to them 
alone so that the two sets of questionnaires could be correlated. Whichever method was 
employed by the individual organisations, the following procedure was common to each. 
The packs contained detailed information sheets (Appendices D(i),D(ii)) regarding the 
study and its purpose, the requirements for participation, i.e. factors appropriate to the 
nature of the research and ethical considerations regarding the viability of participants 
(e.g. age, nationality, adequacy of English, lack of diagnosed personality disorders and 
the use of therapy outside the NHS), reference to participants’ right to confidentiality and 
anonymity, and details about the documents at each stage.
At stage 1 these consisted of an informed consent form (Appendix E), a demographic 
questionnaire (Appendix F), a Brief Symptom Inventory (Appendix G), a Self- 
Concealment Inventory (Appendix H), a Social Desirability Scale [MCSDS; MC-form C] 
(Appendix J) and a Cultural Change Inventory (Appendix K). At stage 2 the documents 
were a Brief Symptom Inventory (Appendix G), two Culture-Sensitive Factors 
Inventories [Secrecy and pretend-self in therapy, and Perceived stereotyping by therapist] 
(Appendices L(i),(ii)) and a Working Alliance Inventory (Appendix M). Covering letters 
outlining the contents of each pack were provided with both sets of questionnaires 
(Appendices N(i),N(i)) and a list of support agencies/counselling services (Appendix P)
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was incorporated in the second pack with potential direct support from the researcher, if 
required, via telephone or e-mail. If they wished to request it, a copy of the report or 
general feedback on the study was offered, available after the results had been drawn up.
Data analysis
Therapeutic outcome was measured by computing the difference between pre- and post­
therapy BSI and holding pre-therapy BSI constant given that this is, by definition, a 
measure of outcome. Independent samples t-tests were then used to evaluate the 
difference between the two groups on the variables which were considered. Pearson 
correlation coefficients were computed to explore the relationship between therapy 
outcome, bond with therapist as measured by the WAI, and ‘culture-sensitive factors’ as 
measured by pretend-self in therapy and secrecy in therapy, participants’ perceived level 
of stereotyping by therapists and cultural change. Multiple regression analyses were used 
to investigate the predictive power of Ethnic Match and the background factors (age, 
gender and length of therapy) on each of these five variables (BSI-outcome, WAI-bond, 
and the three culture-sensitive constructs).
Results
The data collected was coded and analysed using SPSS 12.0.1 for Windows. Prior to the 
analysis all data were screened for accuracy and missing values. Statistical analyses were 
conducted on 107 questionnaires and the missing data were treated with case-wise 
deletion. Quantitative variables used in parametric tests were checked for normal 
distribution, which involved dividing the skew and kurtosis figures by their respective 
standard error figures to ensure that the data met the primary assumption for the use of 
parametric statistical analysis (< +/ - 3.29 meets normality assumption (Field, 2005)). 
Where data did not meet the primary assumption, non-parametric tests were used (Field, 
2005). Given the partial exploratory nature of the study, the Alpha level for the 
probability of a Type 1 error was set as 0.05 throughout unless otherwise stated.
When checking for homogeneity it was found that all the variables (overall scores in each 
measure) were normally distributed. Skewness and kurtosis statistics on all variables
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were less than 1, indicating that distribution of variables did not depart significantly from 
the norm. (Field, 2005).
For demographic measures with categorical data, chi-square revealed no significant 
associations between the two groups, neither between ethnicity of client and gender nor 
ethnicity of client and type of therapy p > 0.05. Refer to Table 1 for primary results 
looking at differences between the two groups, including descriptive statistics for all 
study measures and two other demographic measures of importance together with their 
associated level of significance.
Table 1. Differences in groups; means and standard deviations of all measures including 
two demographic measures with their associated level of significance
Measures and demographic variables Dyads where the 
client is White
Dyads where the client is 
Asian
Age 35.4 (4.68) 34.5 (4.01)
Length of therapy (weeks) 12.24 (3.67) 13.5 (3.7)
BSI Pre-therapy 61.53 (34.85) 66.70 (24.97)
BSI Post-therapy 36.17(21.67)** 51.06 (21.29)
Therapy outcome (Pre- minus Post-therapy 25.37 (29.57)* 15.64 (17.64)
BSI)
WAI - Bond with therapist 55.36 (12.71)* 49.81 (10.62)
Self-concealment 31.13 (7.96)* 34.16(5.61)
MC Social desirability (MC-FORM C) 19.18(2.79) 19.79 (2.64)
Secrecy & pretend self in therapy 52.57 (22.86)*** 70.19(12.11)
Perceived stereotyping in therapy 26.80(11.46)*** 38.52 (8.12)
Cultural change 22.98 (9.42)** 29.66 (6.02)
*t-test, p < 0.05 (two-tailed)
**t-test p < 0.01 (two-tailed)
***t-test p < 0.001 (two-tailed)
The results of the independent measures t-test showed no statistical difference between 
White and Asian clients and age (t = 446, df = 105, two-tailed, not significant) nor White
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and Asian clients and length of therapy (t = 448, df = 105, two-tailed, not significant). 
Also, there was no statistically significant difference between the two groups in 
participant scores on the BSI scores before therapy (t = -.893, df = 105, not significant) 
but, as hypothesised, post-BSI scores showed a statistically significant result, indicating a 
greater difference in symptoms in dyads where the client is White (p = 0.001). A non­
significant finding was indicated by the outcome, as measured by the difference score on 
the BSI (pre- and post-therapy). As expected, the therapist’s bond, as measured by the 
WAI, also was significantly stronger in dyads where the client is White compared with 
dyads where the client is Asian.
Of the two scales measuring traits outside therapy, a significant difference was observed 
for the measure of self-concealment, showing that Asians were more likely to conceal 
than Whites. However, social desirability showed no significant difference between the 
two groups (t = -.310. df 105, two-tailed, not significant).
All three of the culture-sensitive scales (secrecy and pretend-self in therapy, perceived 
stereotyping by therapists, and cultural change) showed a large statistical difference 
between the two means of the groups. The means suggest that in dyads where the client is 
White, clients are significantly more likely to exhibit such traits in therapy than dyads 
where the client is Asian, and show a higher degree of cultural change.
Correlations
Table 2 reveals that the majority of correlations between predictor variables were quite 
high and occurred more than by chance alone. As hypothesised based on previous 
empirical evidence (Farsimadan, 2001), bond with therapist and outcome showed a 
statistically significant positive linear association, though this was modest (R = .255, p < 
0.05). This suggests that, although the correlation is low, as the bond with the therapist 
increased the outcome measure also increased. In an exploratory analysis, significant 
negative moderate linear associations were observed between bond with therapist and 
self-concealment, and bond with therapist and social desirability (p < 0.05), but not 
between bond and cultural change (p > 0.05). Stronger significant associations were
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found between bond and secrecy/pretend-self and between bond and perceived 
stereotyping (p < 0.01). These findings suggest that as the bond with therapist increased 
the specified constructs were significantly less likely to be observed. Additionally, non­
significant but positive associations were observed between bond and length of therapy, 
and an inverse relationship with bond and age.
Exploratory investigations also revealed strong negative linear significant correlations 
between outcome and secrecy/pretend-self and between outcome and perceived 
stereotyping by therapist (p < 0.01). The results suggest that the greater the difference 
between pre- and post-therapy scores on the BSI, the less the observed constructs of 
secrecy and pretend-self in therapy occurred. However, non-significant findings were 
observed showing a negative association between outcome and self-concealment, and a 
positive association between outcome and length of therapy and also outcome and age. 
Interestingly, a non-significant inverse relationship with outcome and cultural change 
was observed, suggesting that the higher the difference in outcome scores the less the 
cultural change.
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Several forced entry hierarchical multiple regression analyses were conducted by holding 
pre-therapy BSI constant given that it is, by definition, a measure of outcome. The first of 
these evaluated the prediction of WAI-bond with therapist on outcome as measured by 
the BSI difference score between pre- and post- therapy and the second, ethnicity of 
client and other background variables (age, sex, length of therapy) on bond with therapist 
and on outcome (refer to Table 3). The third analysis included culture-sensitive 
independent variables and background variables on bond with therapist and BSI-outcome 
(refer to Table 4).
In the first analysis, the model demonstrates that bond with therapist increased from 43% 
(pre-therapy BSI) to 49% (Adj.R^ = 0.49) and was found to be a significant predictor of 
outcome F (2, 104) = 51.86, p < 0.01 (regression coefficient, 0.53; Std. Error, 0.06; Beta, 
0.66, p < 0.01). A positive value for the regression coefficient indicated that as the bond 
with the therapist increased the outcome was better. However, the bond with therapist 
only accounted for 7% (R square change) of the variance in outcome. The analysis 
revealed that the first model (pre-therapy BSI) was a better predictor of outcome, as 
would be expected.
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Table 3. Hierarchical multiple regression analysis of demographic variables on outcome and
process
Predictor variable Outcome
variable
B (regression 
coefficient)
Std.
Error
b Accuracy of 
predictor
Block 1
Pre-therapy BSI BSI-outcome 0.53 0.06 0.66** P = .00
WAI (Bond) -0.02 0.04 -0.05 P = .65
Block 2
Ethnicity of client BSI-outcome -12.73 3.39 -0.27** p = .00
WAI (Bond) -5.81 2.27 -.244* p = .01
Age BSI-outcome 0.58 1.37 -0.03 p = .67
WAI (Bond) -0.38 0.92 -.04 p = .68
Sex BSI-outcome 1.22 3.41 0.25 p = .72
WAI (Bond) 0.26 2.28 0.01 p = .91
Length of Therapy BSI-outcome -0.14 0.55 -0.01 p = .98
WAI (Bond) 0.81 0.37 0.22* p = .03
*p < 0.05 (one-tailed)
** p < 0.001 (one-tailed)
When the four additional predictor variables were loaded onto each of the outcome 
variables in the second block, in both analyses each model was found to fit the observed 
data better than by chance (BSI-outcome—  F (5, 101) = 20.57, p < 0.01 and WAI- 
bond— F (5, 101) = 2.24, p = 0.05). Table 3 reveals that amongst the background factors 
ethnicity of client was identified as a significant predictor and accounted for 48% (Adj.R^ 
= 0.48) of the variance in the BSI-outcome measure. It can be also concluded that the 
population coefficient for ethnicity of client corresponds with a decrease in outcome 
scores in dyads where the client is Asian, as expected (t = -3.76; p < 0.01) because the 
regression coefficient encompasses a negative value for ethnicity of client (.53 (95%CI =
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-19.44 - - 6.01)). However, ethnicity of client only accounted for an increase of 7% (R 
square change) of the variance in outcome compared with the 43% in the first model 
(pre-therapy BSI; Adj.R^ = 0.43). Although the F ratio is greater than 1 and statistically 
significant (p < 0.01) in both blocks, the first model has an even better ability to predict 
the outcome (F = 80.72, p < 0.01) than the second model.
Ethnicity of client and length of therapy collectively accounted for 6% (Adj. R^  = 0.06) of 
the variance in the bond with therapist and was found to be a significant predictor of 
outcome with a regression coefficient of -5.81 (95%CI = -10.32 - - 1.32) for ethnicity of 
client and .81 (95%CI = 0.08 -  1.54) for length of therapy. This suggests a decrease in 
the bond with the therapist in dyads where the client is Asian as hypothesised (t = -2.57; 
p < 0.05)) and an increase in the bond with the therapist with a longer duration of therapy 
(t = 2.20; p < 0.05).
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Table 4. Hierarchical multiple regression analysis of culture-sensitive variables, ethnicity
of client and length of therapy on process and outcome
Predictors variable Outcome
variable
B (regression 
coefficient)
Std.
Error
b Accuracy of 
prediction
Block 1
Pre-therapy BSI BSI-outcome 0.53 0.06 .66** p = .00
WAI -Bond -0.02 0.39 -.05 p = .59
Block 2
Ethnicity of client BSI-outcome -12.59 3.42 -.26** p = .00
WAI -Bond -5.65 2.28 -.24* p = .01
Length of therapy
BSI-outcome - - - -
Block 3 WAI-Bond 0.79 0.37 .21* p = .03
Secrecy & pretend-self
BSI-outcome -0.32 0.16 -.26* p = .04
WAI -Bond -2.27 0.11 -.44* p = .03
Perceived stereotyping
BSI-outcome -0.12 0.30 -.06 p = .68
WAI -Bond -0.07 0.20 -.01 p = .97
Cultural change
BSI-outcome 0.12 0.25 .04 p = .64
WAI -Bond 0.15 0.16 .11 p = .35
Self-concealment
BSI-outcome -0.22 0.30 -.06 p = .76
WAI -Bond -0.17 0.20 -.10 p = .40
Social desirability
BSI-outcome -0.82 0.61 -.09 p =18
WAI -Bond -0.53 0.40 -.12 p = .19
Note: N = 107 for all measures except for social desirability and secrecy and pretend-self for which N = 106 
because of missing data.
Note: Length of therapy for BSI-outcome was not a significant predictor therefore it was not part of this analysis.
* p < 0.05 level (2-tailed for all study measures except for bond and outcome with ethnicity of client).
**p < 0.001 level (2-tailed for all study measures except for bond and outcome with ethnicity of client).
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When the predictor variables were loaded onto the outcome and process variables, each 
of the second models was found to fit the observed data better than by chance (BSI- 
outcome—  F (2, lOI) = 50.65, p < 0.01 and WAI-bond— F (3, 100) = 3.54, p < O.OI) 
as were the third models (BSI-outcome— F (7, 96) = 20.44, p < O.OI and WAI-bond— 
F (8, 95) = 4 .7 I,p < 0  .01).
Table 4 demonstrates that with the inclusion of an additional predictor in the second 
model the variance accounted for by the first model increased from 43% to 49% (Adj.
= 0.49) with the BSI-outcome scores accounting for only 7% (R square change) of 
the variance in outcome. In respect of the WAI-bond scores the inclusion of two 
additional predictors allowed for an increase in the variance from -7% to 7% (Adj. R  ^= 
0.07) collectively accounting for 9% (R square change) of the variance in outcome. 
However, Table 4 shows that of the culture-sensitive variables, only secrecy and 
pretend-self contributed significantly to the variance in outcome for BSI-outcome (Adj. 
R  ^ = 57%) and WAI-bond outcome (Adj. R  ^ = 0.22). This suggested that secrecy and 
pretend-self accounted for an additional 9% of variance (R square change) in BSI- 
outcome and 19% (R square change) in bond-outcome. The predictor variable showed a 
regression coefficient of -.32 (95% Cl = -.54 - - .02) for the BSI-outcome scores and - 
.27 (95% Cl = -.48 - - .05) for the bond scores. In both cases the predictor encompasses 
a negative value from which one can conclude that the population coefficient for 
secrecy and pretend-self has an inverse relationship. This suggests that secrecy and 
pretend-self is significantly less likely to be observed with higher outcome scores on the 
BSI-outcome and the WAI-bond scales (t = -1.96; p < 0.01 and t = -2.50, p < 0.05 
respectively).
Although the F ratio for all three models of the BSI-outcome are greater than 1 and 
statistically significant (p < 0.01) model two is better able to predict the outcome with a 
higher F ration (F = 50.65) than model three (F = 20.44). However, as expected, pre­
therapy BSI is the best predictor of the three (F = 78.06). Model one of the WAI-bond, 
however, is not a significant predictor (F = .59) as would be expected and model three is
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better able to predict the outcome variable (F = 4.71, p < 0.01) than model two (F = 
3.55, p < 0.05). Since the Durbin-Watson values for each criterion are close to 2 (BSI- 
outcome- 1.89 and WAI-bond- 1.92) the statistics further suggest that the assumptions 
for the regression model have been met (Field, 2005), validating the findings.
Discussion
This study generalised Farsimadan’s and Lorenz’s (2005 in print) results to a sample 
where there was a mismatch between ethnic minority clients and ethnic majority 
therapists residing in the UK. It examined the contention that ethnicity of client affects 
process and outcome of therapy. It is one of the very few studies with actual routine 
clients from the general population to investigate process and outcome. In addition, this 
study is the first to investigate the notion that it would be possible to identify culture- 
sensitive factors that differentiate between dyads where the client was White and dyads 
where the client was Asian, and that at least some of these factors will have an effect on 
process and hence outcome of therapy.
The results overall support Farsimadan’s et al.’s (2005 in print) research. As 
hypothesised, therapy outcome and bond with therapist were significantly stronger in 
dyads where the client was White than in dyads where the client was Asian. The 
hypothesised relationship between bond with therapist and outcome also received support 
and showed a significant positive linear relationship in the expected direction, showing it 
to be a significant predictor of outcome. Also, ethnicity of client was found to be a 
significant predictor of both process and outcome. Particular to this study, though no 
directional hypothesis was made, culture-sensitive variables were found to be 
significantly different between the two groups, in dyads where the client was Asian 
showing more of these modalities than in dyads where the client was White except in the 
case of social desirability. Of these constructs, secrecy and pretend-self was a significant 
predictor of both process and outcome of therapy. However, notwithstanding this 
difference, despite the similarities there were also differences by and large in the means 
between the two studies and the strength of the predictors. This study reported somewhat
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lower means for pre-therapy BSI scores and correspondingly smaller significant 
differences between the two groups in post-therapy and hence outcome scores on the 
BSI. Similarly, bond with therapist was also relatively less significantly different in the 
two groups than that reported by Farsimadan et al. Though ethnicity of client was a 
strong predictor of outcome in both studies, it was not as strong a predictor of bond with 
therapist in the current study. Of the demographic variables no significant differences 
were found between the two groups whereas Farsimadan et al. found age to be 
significantly different. However, in the present study length of therapy was found to be a 
significant predictor of bond with therapist.
A number of factors could play a role in the minor differences between the two studies. 
Before looking at methodological limitations, it is worth noting that the present study 
included White therapists in both dyads, differentiating it from Farsimadan et al.’s study 
where dyads matched on the ethnicity of client and those not matched on the ethnicity of 
client consisted of clients and therapists from various non-White ethnic backgrounds. The 
fact that the therapists as well as the clients belonged to an ethnic minority might have 
had a strong impact on process along with outcome. However, a discussion on 
methodological limitations is also relevant as these may have had a bearing.
Firstly, participants were recruited from two types of voluntary agencies: those that were 
specifically tailored to minority clients and those that were not. While this makes the 
sample more ecologically valid and thus representative of the population, the study lacks 
the ability to differentiate between the organisations from which the responses were 
received because of its adherence to anonymity of the participant and the organisation. 
This might be an important factor not only in differentiating the results from Farsimadan 
et al.’s study, but in appreciating the impact of different organisations on therapy process 
and outcome. Secondly, the majority of organisations selected the option to recruit 
participants via the display of posters so as not to involve their therapists in any way. The 
responses received, therefore, were less likely to be confounded by therapists’ bias and be 
more representative of process and outcome for both dyads where the client was White 
and where the client was Asian. Thirdly, an important demographic variable that was not
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considered in this study is whether ethnic minority participants had any reservations, 
about working with a White therapist and whether a desire to work with a therapist of the 
same ethnicity as themselves had gone unmet. Fourthly, the study lacks responses from 
participants who may have dropped out of therapy (and non-responders). Although the 
demographic information obtained from participants suggests that background factors 
were evenly distributed between the groups, it is possible that those who did not respond 
were too distressed or those who could and wanted to respond did not meet the specified 
criteria. However, because the study benefits from a high response rate (72%) this lessens 
the likelihood that the sample is unrepresentative of the population from which it was 
drawn. Contrary to previous findings, (Sattler, 1977; Horvath and Symonds, 1991) this 
study also benefits from recruiting participants who have been in longer-term therapy, 
which might have given more time to address differences in client-therapist dyads, as 
suggested by Farsimadan (2005, in print), as well as increased the chances of a positive 
outcome (Orlinsky et al., 1994). Lastly, and importantly, the sample in this study did not 
include south-Asian client/south-Asian therapist dyads. This leaves open the question of 
whether it is the ethnic mismatch with the therapist as opposed to with the therapy that 
explains the difficulties encountered by south-Asian clients. To some extent Farsimandan 
et al.’s results suggested that this is not the case. However, one may still argue that 
Western therapy delivered by non-Westem therapists may be somewhat different. In 
addition, Farsimandan et al.’s results are mute with regards to the role played by culture- 
sensitive variables.
In considering the results further, one is immediately drawn into the validity of 
psychometric testing, which raises two further possible limitations related to this 
investigation. First, the ratio of cases is marginally lower than that recommended by Field 
(2005) and Tabachnick and Fidell (1996). The sample size (n = 107) is only really 
appropriate for detecting a relatively large effect with five predictors. Though the study is 
not lacking in detecting large effects and is not considerably far from the appropriate 
number of participants, it is possible that the levels of significance found in the study 
remain small because of insufficient participants. For example, the model where culture- 
sensitive predictor variables were loaded onto process and outcome (p = 0.04). Secondly,
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a degree of circumspection is required when considering the reliability and validity of the 
measures used in this study. The results provide support for the reliability and validity of 
the scales used such as the Working Alliance Inventory, the Brief Symptom Inventory, 
Social Concealment Inventory and Social Desirability Scale and show comparable 
internal consistency estimates. Similarly, the culture-sensitive scales developed purposely 
for this study also reached good alpha reliability levels and good construct validity based 
on previous theory and research. However, with regards to validity, some of the culture- 
sensitive measures appeared to be closely correlated, evidence that the two sets of scales 
are measuring the same underlying constructs or components. The decision to combine 
two of the three scales (secrecy with pretend-self in therapy) rather than to withdraw any 
one of them from the study was considered important to the research. Perceived 
stereotyping in therapy, on face validity, was considered a separate construct and valid as 
an independent measure. Keeping this in mind, it is possible that the findings related to 
culture-sensitive variables might be somewhat prone to a type 1 error.
The results corroborate the findings relating to the quality of the working alliance as a 
reliable measure associated with positive outcome and particularly predictive of 
treatment outcomes based on client assessments (Horvath & Symonds, 1991). Moreover, 
the results are in line with studies drawing participants from differing populations. They 
support previous archival studies (e.g. Sue et al., 1991; Yeh, Takeuchi & Sue, 1994; Yeh, 
Eastman & Cheung, 1994) and studies with actual clients (Ricker, Nystul & Waldo, 
1999; Knipsheer & Kleber, 2004) suggesting that dyads where the client and therapists 
are matched on ethnicity are associated with positive therapeutic outcome on the basis of 
a shared culture or language, and hence facilitative of positive process and outcome. 
However, this study, although it supports Farsimadan et al.’s findings relating to ethnicity 
as a significant predictor of process and outcome, also goes some way to identifying with 
Karlsson’s (2005) conclusions in that results vary according to the type of methodology 
employed. As referred to earlier, though not quite a methodological difference, a unique 
characteristic of this study is its having matched dyads where the therapist is White and 
its focus on persons from Indian, Pakistani and Bangladeshi origin who were found to
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share many characteristics of upbringing, values and beliefs with the exception of 
religious differences (Khan, 2004).
In considering culture-sensitive constructs, the findings give support to Lennox Thomas’ 
(1999) notion of ‘identification by proxy’ and the idea central to self-presentation 
theorists, as discussed previously. Though direct causal evidence in a design such as this 
cannot be provided, the findings suggest tendencies in dyads where the client is Asian 
that would identify Asians as being more secretive and pretentious in the therapeutic 
relationship compared with dyads where the client is White. This also goes some way to 
supporting the findings in an earlier literature review of concerns about being judged 
harshly. Implicitly, they might be perceived as hiding aspects of themselves in order to be 
viewed in a more favourable light, feel more contained and avoid being judged, as was 
directly suggested by a majority of the participants in a previous qualitative study on the 
topic (Khan, 2005). The positive correlations with self-concealment and social 
desirability provide some support in favour of a familiar pattern of behaviour outside 
therapy though only self-concealment showed a significantly strong correlation with 
secrecy and pretend-self. A significant positive association was also found between self­
concealment and cultural change. Consistent with the ‘idea’ of wanting to be seen in a 
more favourable light (Jones & Pittman, 1982; Schlenker & Weigold, 1989; Thomas, 
1999) it is possible that participants scoring more highly on cultural change might be 
undergoing some process of adaptation to the host culture, though it is not possible to 
give any evidence of this from this investigation. Instead, overall this study confirms that 
for south-Asian clients exposure to Western therapists tends to hinder therapeutic process 
and outcome. In brief, at least as far as south-Asian clients are concerned, Farsimadan et 
al.’s findings on ethnic mismatching in therapeutic dyads where the therapists were from 
non-White ethnic backgrounds do generalise to dyads where the ethnicity of client is 
Asian and the ethnicity of the therapist is White.
It is clear that these findings need to be replicated in further studies and similarly the 
instruments used need to be refined or adapted with each successive study. However, 
these findings offer support that ethnicity has an effect on process and outcome because
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of important culture-sensitive factors that contribute to the process and outcome variable. 
In the light of these findings, it is worth considering the implications for therapy. The 
study offers some support to the premise that it would be advantageous to provide clients 
from ethnic minorities culturally-sensitive therapists if not therapists from similar ethnic 
backgrounds. It also tends to validate the importance of the working alliance and the need 
for therapists to pay particular attention to how this might be affected vis-à-vis clients’ 
possible ‘unvoiced’ reservations and concerns related to a need for secrecy and pretend- 
self as identified in the study. This is particularly important in view of how this may play 
a role in the development or rupture in the working alliance with the therapist. Thus, the 
findings might also be perceived as offering some understanding of what contributions 
clients might make in the development of the working alliance.
In conclusion, the study differs from Farsimadan et al.’s study which focuses on ethnic 
matching-mismatching between minority groups. With its focus on majority-minority 
mismatch and majority-majority match, the present study adds to the literature by 
illustrating the importance of ethnicity in dyads with therapists from the host culture. It 
further contributes to the research by identifying an important effect of culture-sensitive 
variables on process and outcome of therapy, at least in so far as the south-Asian 
population is concerned. Further research is needed that includes dyads where the 
ethnicity of both the client and the therapist is the same (e.g. Indian, Pakistani or 
Bangladeshi) to determine whether the effect of the culture-sensitive variables is tied to 
ethnicity of the therapist or ‘ethnicity of the therapy’. However, taken together with 
results from other studies, the data suggests that ethnic matching facilitates therapy and a 
role is played by culture-sensitive variables. Further research is also needed to look at 
differences in process and outcome related to ethnicity and culture-sensitive variables 
between organisations specifically tailored for ethnic minorities.
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Unis
Ethics Committee
25 April 2006
Ms Addiia Khan 
Department of Psychology 
School of Human Sciences
Dear Ms Khan
The effect of ethnic matching on therapy process and outcome: exploring the role of 
cultural factors specific to South-Asian clients seeing Caucasian therapists 
(EC/2006/22/PSYCH)
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 25 April 2006
The final list of documents reviewed by the Committee is as follows:
Application 16/02/2006
Research Proposal 16/02/2006
Letter to Voluntary Crganisations/Therapists 16/02/2006
Information Sheet for the Crganisations/Therapists 16/02/2006
Brief Symptom Inventory 16/02/2006
Demographic Ouestionnaire 16/02/2006
Letter to Prospective Participants 16/02/2006
Information Sheet for Participants 16/02/2006
Consent Form 16/02/2006
Your Response to the Committee’s Comments 22/03/2006
Amended Protocol 22/03/2006
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research.
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than 
expected with reasons.
You are asked to note that a further submission to the Ethics Committee will be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
0 0 : Professor T Desombre, Chairman, Ethics Committee 
Dr R Draghi-Lorenz, Supervisor, Dept of Psychology
Appendix B(i)
Covering letter to the organisation
Dear prospective participant
Thank you for taking time to consider participating in the research, which is being 
conducted as part of my ‘practitioner doctorate’ training in Psychotherapeutic and 
Counselling Psychology. I am looking to recruit participants for my research through 
your organisation. I realise your time is valuable and hope that the enclosed material will 
both answer your questions and spark your interest in this project, which is looking at the 
effect of ethnic matching on the therapy process and outcome and the role of culture- 
specific factors. I am looking to recruit two groups of participants who are starting 
individual therapy a) White clients seeing White therapists and b) Indian, Pakistani, or 
Bangladeshi clients seeing White therapists.
Please find enclosed the following for your consideration:
• information sheet
• a pack containing material for prospective participants (letter, information 
sheet, consent form and questionnaires)
• stamped addressed envelope to return the questionnaires
I would like to thank you in advance for your time and consideration and look forward to 
hearing from you.
Yours sincerely
Addiia Khan
Counselling Psychologist in Training
Department of Psychology 
University of Surrey 
Guildford, Surrey 
GU2 5XH
Tel: 07949771239 (I will call you back if you prefer.)
Supervised by:
Dr Riccardo Draghi-Lorenz 
Lecturer
University of Surrey 
Department of Psychology 
Guildford, Surrey 
GU2 5XH
Strict confidentiality assured.
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Appendix B(ii)
Information sheet for the organisation
Title of study
The effect of ethnic matching on therapy process and outcome: exploring the role of 
cultural factors specific to south-Asian clients seeing Caucasian therapists.
Name of researcher and research supervisor
Researcher: Addiia Khan
Research supervisor: Dr Riccardo Draghi-Lorenz
Purpose and objective of study
The study aims to investigate the effect of ethnic matching on the therapy process and 
outcome and the role played by cultural factors specific to persons of Indian, Pakistani 
and Bangladeshi origin in the therapeutic relationship. It will compare measures of 
process and outcome in ethnically matched Caucasian therapeutic dyads with those from 
ethnically mismatched dyads, i.e.Caucasian therapists and Indian/Pakistani/ Bangladeshi 
clients. The ultimate objective is to provide therapists with information that can help 
them form and develop an empathie therapeutic relationship and working alliance leading 
to a more positive outcome of therapy.
Recruitment criteria
Prospective participants must be fairly fluent in the English language, Indian/Pakistani/ 
Bangladeshi or ‘White’, aged 18 or over and starting a form of short-term psychotherapy 
with a ‘White’ therapist. The submission date (re- doctorate thesis) for this research sets 
the limit for short-term therapy to 12 sessions. However, as I am hoping to submit this 
research for publication, I will continue to receive the questionnaires after the doctorate 
deadline and add them to my analysis. Therefore, the limit of 12 sessions would not need 
to be adhered to and can extend to a maximum of one year.
Procedure (including ethical considerations and issues of confidentiality)
Bearing in mind the sensitive nature of the study, careful consideration has been given to 
the procedure and issues of confidentiality. Two ways to gather data are proposed. You 
may adopt either method or suggest an alternative method that is more suited to your 
organisation. The first method (Route 1) involves some work for the therapist, the second 
method (Route 2) requires a reception area of some kind to accommodate it.
In either case, on your consent, the researcher will provide the organisation with the 
requested number of ‘packs’ (a copy is enclosed) to distribute to prospective participants. 
The ‘pack’ will include details of the nature and purpose of the study, the procedure and 
my contact number should there be any queries. The following questionnaires will be 
included in the ‘pack’:
• two questionnaires to measure process
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Brief Symptom Inventory (BSI: pre-therapy)
Working Alliance Inventory (WAI);
• two questionnaires to measure elements of secrecy in general
Self-Concealment Index (SCI)
Social Desirability Scale (SDS);
• one inventory to measure Cultural Adaptation (CA);
• two inventories to measure Culture Specific Factors in therapy (CSFI);
• one inventory to measure outcome
Brief Symptom Inventory (BSI: post therapy).
Also included will be a demographic questionnaire for descriptive statistics and a consent 
form, which they would need to sign if they decide to participate in the study. However, 
participants’ right to non-participation and permission to withdraw from the research at 
any time is made clear to them. They will not be identified in any way, only by a 
numerical code. They will also be provided with a list of support agencies/counselling 
services should they feel uneasy or distressed after completing the second pack and, for 
whatever reason, feel unable to contact their therapist.
Because the study is measuring outcome as well as process, a two stage procedure will be 
followed. In both stages, prospective participants will be required to complete a pre/post 
therapy questionnaire. Brief Symptom Inventory (BSI). The difference in the two 
measures will provide the outcome measure.
Route 1
Stage 1. Therapists will be asked to distribute to clients in their first session ‘pack A ’. 
This contains the letter, the list of agencies, the consent form, the demographic 
questionnaire, the BSI, SCI, SDS and CA. As outlined in their letter, prospective 
participants would be required to read through and understand what is required of them 
before completing the consent form and the questionnaires should they decide to 
participate. In an effort to protect confidentiality participants will be required to leave 
their responses anonymous at all times including any details of the organisation or the 
therapist. Any identifying information that may be revealed from the demographic 
questionnaire will not be revealed. If they decide not to participate their time and effort 
will be acknowledged. Irrespective of their wish, they will be required to return the pack 
to me as soon as possible in the stamped addressed envelope provided to help me monitor 
responses.
Stage 2 -  Following the final session, therapists will be asked to distribute ‘pack B’, 
containing the remainder of the questionnaires (including another BSI- post therapy, 
WAI and CSFI) to clients. The delivery will follow irrespective of any communicated 
wish to the therapist regarding participation.
It is hoped that this two stage process and method of delivery will also prevent any bias 
in participant response and any distractions to therapy. It is made clear to prospective 
participants (clients) that neither the organisation nor the therapist are involved in the 
research in any way other than simply to hand over the ‘pack’. Prospective participants
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are thus advised to direct any questions related to the research to the researcher. The 
devised procedure also allows for prospective participants to keep their responses 
anonymous from the therapist for purposes of discretion and avoid any sense of 
obligation that they might feel they have towards their therapist.
Route 2
You may prefer the following: a box with questionnaires and a poster (enclosed) in the 
waiting area/reception or somewhere you consider appropriate. I will provide you with 
the questionnaires and two boxes, one box for the early weeks of therapy (identified ‘start 
of therapy’) and one box for when they have completed therapy (identified ‘end of 
therapy’). The procedure for completing the questionnaires will be clearly outlined in the 
client letter. This will be slightly different to the one attached in this email (Appendix 4b) 
to include the changes under procedure.
The completion of the questionnaires should take approximately, 10-15 minutes Pack A 
and 5 minutes for Pack B.
What will happen to the results of the studv?
Once both sets of questionnaires have been returned these will be pooled for statistical 
analysis and analysed using SPSS (a computerised statistical package). On completion of 
the study all questionnaires will be appropriately disposed of. At that point, I would be 
most happy to provide you with general feedback on the study or a copy of the research 
report, if you contact me at the address below or via email.
Working together
As you can imagine this would require considerable co-ordination between the 
organisation/therapist and myself to enable a smooth running. The organisation/therapist 
is under no obligation to participate. However, if you feel that your organisation can meet 
the criteria and would like to participate in my study, please give me a call on 
07949771239 or email on S13RRY@aol.com to discuss the matter and/or arrange a 
meeting.
306
Appendix C(i)
Poster inviting participants for research - Stage 1 of therapy
1) Are you about to start individual therapy?
2) Are you interested in participating in research which is looking at 
process and outcome of therapy and the role of culture-specific 
factors?
If you answer yes to question one and would like to consider question 
two please take a leaflet from this pink box, which will give you more 
information about the research, your rights and what you need to do. 
The questionnaires in this box should take approximately 15 minutes to 
complete.
I hope that you will find time to contribute to this important project and 
would like to thank you for your time in advance.
Addiia Khan
Counselling Psychologist in Training
Department of Psychology
University of Surrey
Guildford, Surrey
GU2 5XH
Supervised by:
Dr Riccardo Draghi-Lorenz 
Lecturer
University of Surrey 
Department of Psychology 
Guildford, Surrey 
GU2 5XH
Strict confidentiality assured.
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Appendix C(ii)
Poster reminding participants of stage 2 of the research
1) Have you finished therapy?
2) Did you complete a set of questionnaires for “Stage 1 -  First week 
of therapy”?
If you answer yes to both questions please take an envelope from the blue 
box labelled “Stage 2 -  End of therapy”. Please complete and return the 
questionnaires in the same way as stage one. The questionnaires in this 
envelop should take approximately 10 minutes to complete.
Once again I would like to thank you for your time.
Addiia Khan
Counselling Psychologist in Training
Department of Psychology 
University of Surrey 
Guildford, Surrey 
GU2 5XH
Supervised by:
Dr Riccardo Draghi-Lorenz 
Lecturer
University of Surrey 
Department of Psychology 
Guildford, Surrey 
GU2 5XH
Strict confidentiality assured.
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Appendix D(i)
Information sheet for prospective participants (recruitment via participants’ 
therapists)
Please keep this sheet for your information.Participant number Date..................
Title of studv
The effect of ethnic matching on therapy process and outcome: exploring the role of 
cultural factors specific to south-Asian clients seeing Caucasian therapists.
Name of researcher and research supervisor
Researcher: Addiia Khan
Research supervisor: Dr Riccardo Draghi-Lorenz
Purpose and objective of studv
The study seeks to investigate the role of ethnic matching on the therapy process and 
outcome. It also will look at the role played by cultural factors believed to be specific to 
persons of Indian, Pakistani, and Bangladeshi origin. The study aims to compare how you 
felt in therapy with your therapist and how you feel at the end of therapy in pairs where 
the client-therapist are both White and pairs where the client is Indian, Pakistani or 
Bangladeshi and the therapist is White. The research aims to give therapists information 
that can help them work more successfully with their clients.
Who can take part?
To take part in the study you must:
1 be able to understand the English language as you will be required to answer a set 
of questionnaires,
2 be Indian/Pakistani/ Bangladeshi or White,
3 be aged 18 or over,
4 be starting a form of psychotherapy with a White therapist,
5 not be diagnosed with a personality disorder, schizophrenia, psychosis or have 
had therapy through the N.H.S.
What are mv rights? .
You do not have to take part in the study and you do not need to tell your therapist unless 
you wish to. If you decide not to take part or feel that you are not included in the 
descriptions listed above please return the unused set of questionnaires in the stamped 
addressed envelope provided. Your rights or the service that is given to you will in no 
way be affected.
Also if, at any stage, you decide to pull out of the study you may do so. Again, this will 
not affect your rights or the service you are offered.
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What is involved in taking part and will it be confidential?
Careful thought has been given to ensure your confidentiality and also to prevent any 
distraction to your therapy. Please bear in mind that the study is being carried out as part 
of my research and that I am not part of the organisation from which you are seeking 
therapy. The organisation and your therapist are not involved with the research in any 
way other than to hand over this information and the questionnaires to you. The stamped- 
addressed envelopes are there for you to return the questionnaires.
To take part you will need to
a) sign a consent form and answer 5 brief questionnaires (enclosed) as soon as 
possible after beginning therapy and return these to me in the stamped addressed 
envelope. The questionnaires include a demographic questionnaire which asks for 
general information about you, a Brief Symptom Inventory, Self-concealment 
Inventory, Social desirability Scale and Cultural Change Inventory.
b) answer and return a second set of questionnaires at the end of your therapy.
The second set of questionnaires (which will include another Brief Symptom Inventory, a 
Culture Specific Factors Inventory and a Working Alliance Inventory) will be given to 
you by your therapist in your last session even if you did not take part. This is felt to be 
important to allow you to keep your decision to yourself if you so wish. You do not need 
to discuss this with your therapist.
Before answering the questionnaires please read the instructions carefully, which are at 
the top of each questionnaire. However, please do not write your name on the 
questionnaires because I would like your replies to be confidential. Any facts that may 
come to light from the demographic questionnaire will not be made public.
What are the possible risks?
There are no known risks in taking part in the study. However, it is possible that 
answering the questions may make you feel uneasy. If this is the case, then you may wish 
to contact your therapist, or, if this is not possible, I have also enclosed a list o f support 
agencies/counselling services that you may use if you wish. These are included in the 
second envelope.
What will happen to the results of the studv?
Once both sets of answers have been returned these will be looked at using a 
computerised statistical program, SPSS. After the study, all questionnaires will be 
destroyed. After the results are drawn up, if you wish, I would be most happy to give you 
general feedback on the study. Please contact me at the address below or email me.
Anv questions?
If, after reading through, you feel unsure or unclear about any aspect of the research and 
would like to discuss these, please call me on 07949771239 (I will call you back) or 
email on SI3RRY@aol.com. Please bear in mind that as your therapist is not involved in 
the research she/he is not in a position to answer any questions.
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Participating
If you feel that you would like to take part and fulfil the descriptions above, please could 
you answer and return the enclosed questionnaires to me as soon as you have completed 
them. At the end of your therapy complete and return the second set of questionnaires 
with your participant number, which is at the top of the information sheet.
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Appendix D(ii)
Information Sheet for prospective participants (recruitment via display of posters)
Participant number................................. Date.
Title of studv
The effect of ethnic matching on therapy process and outcome: exploring the role of 
cultural factors specific to south-Asian clients seeing Caucasian therapists.
Name of researcher and research supervisor
Researcher: Addiia Khan
Research supervisor: Dr Riccardo Draghi-Lorenz
Purpose and objective of studv
The study seeks to investigate the role of ethnic matching on the therapy process and 
outcome. It also will look at the role played by cultural factors believed to be specific to 
persons of Indian, Pakistani, and Bangladeshi origin. The study aims to compare how you 
felt in therapy with your therapist and how you feel at the end of therapy in pairs where 
the client-therapist are both White and pairs where the client is Indian, Pakistani or 
Bangladeshi and the therapist is White. The research aims to give therapists information 
that can help them work more successfully with their clients.
Who can take part?
To take part in the study you must:
1 be able to understand the English language as you will be required to answer a set 
of questionnaires,
2 be Indian/Pakistani/ Bangladeshi or White,
3 be aged 18 or over,
4 be starting a form of psychotherapy with a White therapist,
5 not be diagnosed with a personality disorder, schizophrenia, psychosis or have 
had therapy through the N.H.S.
What are mv rights?
You do not have to take part in the study and you do not need to tell your therapist unless 
you wish to. If you decide not to take part or feel that you are not included in the 
descriptions listed above please return the unused set of questionnaires in the stamped 
addressed envelope provided. Your rights or the service that is given to you will in no 
way be affected.
Also if, at any stage, you decide to pull out of the study you may do so. Again, this will 
not affect your rights or the service you are offered.
What is involved in taking part and will it be confidential?
Careful thought has been given to ensure your confidentiality and also to prevent any 
distraction to your therapy. Please bear in mind that the study is being carried out as part
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of my research and that I am not part of the organisation from which you are seeking 
therapy. The organisation and your therapist are not involved with the research in any 
way other than to allow me to use their waiting room to advertise for volunteers to take 
part in the study. The stamped-addressed envelopes are there for you to return the 
questionnaires directly to me.
To take part you will need to first take an envelope from the pink box labelled "Stage 1- 
start of therapy" and
a) sign a consent form and answer 5 brief questionnaires (enclosed) as soon as 
possible after beginning therapy and return these to me in the stamped addressed 
envelope. The questionnaires include a demographic questionnaire which asks for 
general information about you, a Brief Symptom Inventory, Self-concealment 
Inventory, Social desirability Scale and Cultural Change Inventory.
It is important that you keep a note of the number on the top of this 
information sheet and note it on all responses/questionnaires. You will also 
note that at the top of each questionnaire I have asked you to give me two codes 
(e.g. it could be your favourite colour, what you like or dislike, your favourite 
place- basically any two things that you find easy to remember) to ensure that the 
right number belongs to you.
For the second stage at the end of your therapy you will need to take an envelope 
from the blue box labelled "Stage 2 - End of therapy" and
b) complete and return the questionnaires to me as soon as possible in the 
stamped addressed envelope.The second set of questionnaires includes another 
Brief Symptom Inventory, a Culture Specific Factors Inventory and a Working 
Alliance Inventory.
You must write the participant number that is given to you (see above) and 
your own codes at the top of the envelope and on each questionnaire so that I 
can put all your responses to the questionnaires together.
Note: Before answering the questionnaires please read the instructions carefully, which 
are at the top of each questionnaire. However, please do not write your name on the 
questionnaires because I would like your replies to be confidential. Any facts that may 
come to light from the demographic questionnaire will not be made public.
What are the possible risks?
There are no known risks in taking part in the study. However, it is possible that 
answering the questions may make you feel uneasy. If this is the case, then you may wish 
to contact your therapist. Or, if this is not possible, I have also enclosed a list of support 
agencies/counselling services that you may use if you wish. These are included in the 
second envelope.
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What will happen to the results of the study?
Once both sets of answers have been returned these will be looked at using a 
computerised statistical program, SPSS. After the study, all questionnaires will be 
destroyed. After the results are drawn up, if you wish, I would be most happy to give you 
general feedback on the study. Please contact me at the address below or email me.
Anv questions?
If, after reading through, you feel unsure or unclear about any aspect of the research and 
would like to discuss these, please call me on 07949771239 (I will call you back) or 
email on S13RRY@aol.com. Please bear in mind that as your therapist is not involved in 
the research she/he is not in a position to answer any questions.
Participating
If you feel that you would like to take part and fulfil the descriptions above, please could 
you answer and return the enclosed questionnaires to me as soon as you have completed 
them.
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Appendix E
Informed consent form (research)
Title of project: The effect of ethnic matching on therapy process and outcome:
exploring the role of cultural factors specific to south-Asian clients 
seeing Caucasian therapists.
Organisation: University of Surrey
Investigator: Addila Khan
Telephone number: 07949771239
Supervisor: Ricardo Draghi-Lorenz
The research will examine the effects of culture on the therapeutic process and outcome 
over time with actual clients. Clients must be Indian, Pakistani, Bangladeshi or White.
I am seeking clients who are about to start therapy with a White therapist. You will be 
asked to answer a set of questionnaires. How to complete and return the questionnaires is 
outlined in my letter to you (enclosed). Please do not write on the questionnaires your 
name or the name of the counselling organisation from which you are having therapy so 
that you are not identified in any way. Any identifying details that may be given will not 
be made known in the study. The questionnaires will be destroyed when the study is 
finished. You may pull out of the research at any time without giving a reason for doing 
so and this will not, in any way, affect the care you receive as a patient.
Please read the following paragraph and if you agree, kindly sign where shown and return 
the form to me in the stamped addressed envelope.
I confirm that I have read and understood the above. I agree that the purpose of the study 
and the process of answering the questionnaires have been clearly explained to me in a 
way that I understand. Any questions asked have been answered to my satisfaction. I 
hereby give my informed consent for you to use the information in the questionnaires for 
the sole purpose of the research.
Participant num ber............................Signature........................................
D ate ..............
I formally undertake to conduct the research in a manner that observes the participant’s 
confidentiality. I also undertake that any information provided will be for the sole 
purpose of the research and that the anonymity of the above participant will be protected 
throughout. I also confirm that questionnaires will be destroyed after the completion of 
the study.
Name of researcher  Signature............................................ Date............
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Appendix F
Demographic questionnaire form
Participant number.....................................Your code.....................
Date..................................
You do not have to answer all or any of the questions if you do not wish. However, this 
information is helpful as it provides an account of views of a cross section of people.
1. What is your age? {Please specify)
2. Sex: Male / Female {Please circle)
3. Marital status: {Please circle)
Single
Married
Living together with partner 
Divorced/ separated
4. To which of the ethnic groups listed below would you say you belong? 
{Please circle one from each section.)
Section (a)
White British
White other____________{Please specify)
Section (b)
Indian
Pakistani
Bangladeshi
Other_____________ {Please specify)
316
5. Were you bom in Britain? Yes / No {Please circle)
a) If yes, (and belong to one of the ethnic categories in question 4b) which 
generation are you from? {Please circle)
First
Second
Third
b) If no, how long have you lived in Britain?__________ months/years
(If you belong to one of the ethnic categories in question 4b) which generation are 
you from? {please circle)
First
Second
Third
6. Do you have any brothers/sisters?
If so, how many? __________
7. Where were your parents bom? 
Mother Father
If your parent/s were not bom in this country, when did he/she or both 
come to England?_________________{Please state approximate year.)
8. What is your highest educational qualification (if any)? {Please circle). 
G.C.S.E./ AS/A Level/Degree/Other_______________________ {Please specify)
9. What is your occupation?___________________________ {Please specify)
10. What is your religious denomination (if any)?___________ {Please specify)
11. What type of therapy are you currently having? {Please circle)
Psychoanalytic/psychodynamic
317
Person-centered
Cognitive-Behavioural
Integrative
Other______________ {Please specify)
Don’t know
12. Who is providing the service for this therapy?
The National Health 
Privately funded 
Voluntary organisation/charity 
Other__________{Please specify)
13. What is the sex of your current psychotherapist?
Male / Female {Please circle.)
14. What is the ethnicity of your current psychotherapist?
{Please circle)
White British 
White other 
Asian or Asian British 
Asian other
Other_________ {Please specify)
15. To what age range do you think your current therapist belongs? {Please 
circle)
20-30
31-40
41-50
50+
16. What were your main reasons for seeking therapy at this time {Please circle)
Anxiety
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Depression
Phobia
Relationship/marital difficulties
Other____________________________________{Please specijy)
17. What is your agreed contract with your current therapist?
a) Agreed number of sessions/or length in months/year(s) 
{Please state.)
b) Do you attend {Please circle appropriate category below.) 
Weekly?
Fortnightly?
Other___________________{Please specijy)
19. How did you come to have therapy?
Recommendation
Referred
Self-referral
20. What are your expectations about therapy? {Please circle)
Very helpful 
Helpful 
Unhelpful 
Very unhelpful
Other
21. How many times have you entered into therapy?_________ {Please specijy)
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If you have entered therapy more than once please also answer questions 22 to 33 below. 
If this is the first time you are having therapy please ignore these.
Thank you for completing the questionnaire
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INSTRUCTIONS: Please answer the following questions if you entered a course of therapy more 
than once. Please tick the boxes for each time you entered a new course of therapy, e.g. time, 
2"^  time, and 3''*^ time, if appropriate.
22. What type/s of therapy did you have?
therapy 2"“ therapy 3^ ‘*therapy
Psychoanalytic/psychodynamic
Person-centered
Cognitive-Behavioural
Other /Don’t know {Please specify)
23. Who provided the service for each course of therapy?
r* therapy 2"“ therapy 3^ “therapy
The National Health
Privately funded
Voluntaryorganisation/charity
Other {Please specijy)
24. What was the sex of your therapist/s?
r'therapy 2" t^herapy 3''“ therapy
Male
Female
25. What was the ethnicity of your therapist/s?
PTherapy 2"^  therapy 3'‘*therapy
White British
White other
Asian or Asian British
Asian other
Other {Please specijy)
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26. To what age range do you think your therapist belonged?
therapy 2"‘* therapy 3'^therapy
20-30
31-40
41-50
50+
27. What were your main reasons for seeking therapy at that time?
1®* therapy 2"'* therapy 3^ ‘‘therapy
Anxiety
Depression
Phobia
Relationship/marital difficulties
0\htr(Please specify)
28. What was the agreed contract/s with your therapist?
therapy 2"^  therapy 3"'therapy
How many sessions were 
agreed? Please state in 
months or number of 
sessions.
Did you attend weekly or 
fortnightly? If different 
please specify.
29 . How did you come to have therapy?
therapy 2"^  therapy 3"^ "therapy
Recommendation
Referred
Self-referral
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30. What did you think the outcome of therapy would be?
therapy 2"^* therapy 3"%erapy
Very helpful
Helpful
Unhelpful
Very unhelpful
Other
30. Were your expectations of therapy met?
r ‘therapy 2"'^  therapy 3" therapy
Yes
No
32. Did you complete the agreed number of sessions?
HUherapy 2""^  therapy 3"%erapy
Yes
No
33. When did you end each therapy?
therapy 2" therapy 3"%erapy
About 6 months ago
About 1 year ago
About 2 years ago
About 3 years ago
About 3 years +
Thank you for completing the questionnaire.
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Appendix G
Brief Symptom Inventory (BSl)
Participant num ber your code  D ate:...........
INSTRUCTIONS: Below is a list of problems people sometimes have. Please read each 
one carefully, and circle the number that best describes HOW MUCH THAT PROBLEM 
HAS DISTRESSED OR BOTHERED YOU DURING THE PAST 7 DAYS 
INCLUDING TODAY. Only circle one number for each problem and do not skip any 
items.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Nervousness or shakiness inside. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Faintness or dizziness. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
The idea that someone else can 
control your thoughts.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feeling others are to blame for 
most o f vour troubles.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Trouble remembering things. Not at all 0
\  little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feeling easily annoyed or 
irritated.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Pains in heart or chest. Not at all 0
\  little bit 
1
Moderately
2
Quite a bit
3
Extremely
4
Feeling afraid in open spaces or 
on the streets.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit
3
Extremely
4
Thoughts o f ending your life. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feeling that most people cannot 
be trusted.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Poor appetite. Not at all 0
\  little bit 
1
Moderately
2
Quite a bit 
3
Extremely
1
Suddenly scared for no reason. Not at all 0
.'\ little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Temper outbursts that you could 
not control.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feeling lonely even when you 
are with people.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feeling blocked in getting things 
done.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feeling lonely. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feeling blue. Not at all 0
A little bit 
1
Moderately
2
Quite a bit
3
Extremely
4
Feeling no interest in things. Not at all 0
A little bit 
1
Moderately
2
Quite a bit
3
Extremely
4
Feeling fearful. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Your feelings being easily hurt. Not at all 0
A little bit 
1
Moderately Quite a bit 
3
Extremely
1 .
2 .
3.
4.
5.
6 .
7.
8 .
9.
10 . 
11 . 
1 2 .
13.
14.
15.
16.
17.
18.
19.
20 .
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21.
22 .
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44.
45.
Feeling that people are 
unfriendly or dislike you. Not at all 0
A little bit 
1
Moderately
2
Quite a bit
3
Extremely
4
Feeling inferior to others. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Nausea or upset stomach. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feeling that you are watched or 
talked about by others.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Trouble falling asleep. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Having to check and double­
check what you do.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Difficulty making decisions. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feeling afraid to travel on. 
buses, subways, or trains.
Not at all 
0
A little bit 
1
.Moderately
2
Quite a bit
3' ,
Extremely
Trouble getting your breath. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Hot or cold spells. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Having to avoid certain things, 
places, or activities because they 
frighten you.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Your mind going blank. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Numbness or tingling in parts of 
your body.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
The idea that you should be 
punished for your sins.
Not at all 
Ü
A little bit 
I
Moderately
2
Quite a bit 
3
, Extremely 
4
Feeling hopeless about the 
future.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Trouble concentrating. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feeling weak in parts o f your 
body.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feeling tense or keyed up. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Thoughts o f death or dying. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Having urges to beat, injure or 
harm someone.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Having urges to break or smash 
things.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feeling very self-conscious with 
others.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feeling uneasy in crowds, such 
as shopping or at a movie.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Never feeling close to another 
person.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Spells o f terror or panic.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
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46.
47.
48.
49.
50.
51.
52.
53.
Getting into frequent arguments. Not at dl 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feeling nervous when you are 
left alone.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit
3
Extremely
4
Otfremnot giving you proper 
credit for your acWevements. Not at all 0
A little bit 
1
Moderately
2
Quite a bit Extremely
4
Feeling so restless you couldn’t 
sit still.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feelings of worthlessness. Not at all 0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feeling that people will take 
advantage of you if you let them.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
Feelings of guilt. Not at all 0
A little bit 
I
Moderately
2
Quite a bit 
3
Extremely
4
The idea that something is 
wrong with your mind.
Not at all 
0
A little bit 
1
Moderately
2
Quite a bit 
3
Extremely
4
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Self-concealment inventory (client form)
Participant number.......................... Your code.
Appendix H
Date:
INSTRUCTIONS:
Below is a list of items related to disclosing information about yourself. Please read each 
one carefully and on a scale of 1 (strongly disagree) to 5 (strongly agree) circle the 
number that best describes HOW MUCH THAT RELATES TO YOUR EXPERIENCES. 
Only circle one number for each item on a scale of 1 to 5.
10
Strongly
disagree
1
Disagree
Somewhat
2
Neither 
disagree nor 
agree 
3
Agree
somewhat
4
Strongly
Agree
5
I have an important secret 
that I haven’t shared with 
anyone.
Strongly
disagree
1
Disagree
Somewhat
2
Neither 
disagree nor 
agree 
3
Agree
somewhat
4
Strongly
Agree
5
If I shared all my secrets 
with my friends, they’d like
Strongly
disagree
1
Disagree
Somewhat
2
Neither 
disagree nor 
agree 
3
Agree
somewhat
4
Strongly
Agree
5
There are lots of things about 
me that I keep to myself.
Strongly
disagree
1
Disagree
Somewhat
2
Neither 
disagree nor 
agree 
3
Agree
somewhat
4
Strongly
Agree
Some of my secrets have 
really tonnented me.
Strongly 
disagree 
1 ■
Disagree
Somewhat
Neither 
disagree nor 
agree 
3
Agree
somewhat
4
Strongly
Agree
5
When something bad 
happens to me, I tend to keep 
it to myself.
Strongly
disagree
1
Disagree
Somewhat
2
Neither 
disagree nor 
agree 
3
Agree
somewhat
4
Strongly
Agree
5
I’m often afraid I'll reveal 
something I don’t want to.
Strongly
disagree
1
Disagree
Somewhat
2
Neither 
disagree nor 
agree 
3
Agree
somewhat
4
Strongly
Agree
5
Telling a secret often 
backfires and I wish I hadn’t 
told it.
Strongly
disagree
1
Disagree
Somewhat
2
Neither 
disagree nor 
agree 
3
Agree
somewhat
4
Strongly
Agree
5
I have a secret that is so 
private I would lie if 
anybody asked me about it.
Strongly
disagree
I
Disagree
Somewhat
2
Neither 
disagree nor 
agree 
3
Agree
somewhat
4
Strongly
Agree
5
My secrets are too 
embarrassing to share with 
others.
Strongly
disagree
1
Disagree
Somewhat
2
Neither 
disagree nor 
agree 
3
Agree
somewhat
4
Strongly
Agree
5
I have negative thoughts 
about myself that I never 
share with anyone.
Strongly
disagree
■- \ 1
Disagree
Somewhat
2
Neither 
disagree nor 
agree 
3
Agree
somewhat
4
Strongly
Agree
5
327
Appendix J
The Marlowe-Crowne Social Desirability Scale (client form)
Date:Participant number........................ Your code...........
INSTRUCTIONS:
Listed below are a number of statements concerning personal attitudes and traits. Read 
each item carefully and decide whether the statement is true or false as it pertains to you.
10
1 1
12
13
True False
It is sometimes hard for me 
to go on with my work if I 
am not encouraged. (F)
T F
I sometimes feel resentful 
when I don't get my way. (F) T F
On a few occasions, I have 
given up doing something 
because I thought too little of 
my ability. (F)
T F
There have been times when 
I felt like rebelling against 
people in authority even 
though 1 knew they were 
right.
T F
No matter who I’m talking 
to. I’m always a good 
listener. (T)
T F
There have been occasions 
when I took advantage of 
someone. (F)
T F
I’m always willing to admit 
it when I make a mistake. (T) T F
I sometimes try to get even 
rather than forgive and 
forget. (F)
T F
I am always courteous, even 
to people who are 
disagreeable. (T)
T F
I have never been irked when 
people expressed ideas very 
different from my own. (T)
T F
There have been times when 
1 was quite jealous of the 
good fortune of others. (F)
T F
1 am sometimes irritated by 
people who ask favours of 
me. (F)
T F
1 have never deliberately said 
something that hurt 
someone’s feelings. (T)
T F
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Appendix K
Cultural Change Inventory (client form)
Participant number. .Your code.................. Date:
INSTRUCTIONS: Below is a list of items associated with your cultural identity. Please 
read each one carefully and circle the number that best describes HOW MUCH THAT 
RELATES TO YOUR EXPERIENCE AS A PERSON. Only circle one number for each 
item on a scale of 0 (strongly disagree) to 6 (strongly agree). Please do not skip any 
items.
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I go to some lengths to be 
considered different to people 
of my culture. (-)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I feel comfortable with myself. Strongly 
: disagree 
0
Disagree
1
Disagree
somewhat
Neither; 
agree nor 
disagree 
3
Agree
somewhat
4
Agree:»
;. 5.
Strongly
agree
6'; ;■
I am comfortable being with 
people who hold different 
beliefs and values from me.(+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I feel a sense o f loyalty is 
imposed on me by my culture. 
(-)
Strongly
disagree
0 :
Disagree Disagreesomewhat
: ' Neither:- 
; agrees nQr/;;: 
disagree
::# <  . y
Agree;/;,
y'somewhat;--:
y : / 4 /A
/■Agreefi;,-'
:':yiy;;l/-iy;.
Strongly; y: 
agree 
6
1 feel I can overcome cultural 
differences with the people I 
meet.(+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I am comfortable with the 
values and beliefs that I hold. 
(+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
: Agree 
somewhat
: y y 4 ;
Agree
y 45 :
; Strongly 
agree 
6
I am critical o f my cultural 
being.(+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3 :
Agree
somewhat
4
Agree
5
Strongly
agree
6
The way I behave is different 
from my original thoughts and 
beliefs o f how I should 
behave.(+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I struggle to be my own person 
within my culture. (-)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I am uncomfortable with my 
personal identity. (-)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
10
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12
13
I am preoccupied with how I 
present myself to others.( - )
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree Strongly
agree
6
1 would experience anxiety 
being different from my 
family. (-)
Strongly
disagree i/D isa p e e  : ; 1
Disagree
somewhat
2
Neither 
agree nor
#dîÉ%rëe;o::: v
; : Agree 
somewhat
A pee
: 35:.
Strongly
ap ee
6
I am filled with doubts about 
who I am.(-)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
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Appendix L(i)
Culture Specific Factors Inventory: Secrecy and pretend-self in therapy
(client form)
Participant number .Your code....................... Date:
INSTRUCTIONS:
Below is a list of items associated with the therapeutic relationship. Please read each one 
carefully and circle the number that best describes HOW MUCH THAT RELATES TO 
YOUR RECENT EXPERIENCE OF THERAPY. Only circle one number for each item 
on a scale of 0 (strongly disagree) to 6 (strongly agree). Please do not miss any items.
I did not disclose anything to 
my therapist that would 
make me come across as 
different to 
her/him.(+)
Strongly
disagree
Oy
Disagree
1
Disagree
somewhat
2/
Neither 
agree nor 
disagree 
3
A p ee
somewhat
4
A p ee
5
Strongly
ap ee
6
I held back from sharing 
thoughts and feelings with 
my therapist. (+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I found it difficult to self- 
disclose to my therapist. (+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I felt uncomfortable talking 
about my cultural 
background. (+)
Strongly
disagree
0
Disapee 
' Î
D isapee
somewhat
2
» . Neithery: 
ap ee nor 
disagree
3yyy
Agree 
somewhat 
. 4
A p ee  : 
5:
Strongly
agree
6
There are certain things 
about my life that I would 
never share with my 
therapist. (+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I was worried about what I 
said in therapy. (+)
Strongly
disagree
0
D isapee
1
Disagree
somewhat
2
Neither 
ap ee nor 
disagree 
3
Agree
somewhat
4
A p ee
5
Strongly
agree
6
I hid things from my 
therapist. (+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
What I said in therapy and 
what I did outside of therapy 
often contradicted each 
other. (+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
1 often expressed my wishes 
to my therapist. (-)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
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I thought carefully about 
what I should or should not 
reveal in therapy. ( + )
Strongly
disagree
0
Disagree
1
Disagree 
somewhat 
2 :
: Neither 
agree nor 
disagree 
3 :
Agree
somewhat
4
A p ee
5
Strongly
agree
6
I tried to portray a positive 
image o f myself to my 
therapist. (+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I said things that were not 
entirely true in therapy. (+)
Strongly
disagree
0
Disapee
1
D isapee
somewhat
2:
Neither 
agree nor 
disagree
I:::::::.
Agree
somewhat
i : :: : ' 4::
A p ee
.5....:
Strongly
agree
6
I did not think we were 
getting anywhere but told 
my therapist that the 
sessions were helpful in 
therapy. (+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I tried to show that I fit in 
more than I do. (+)
Strongly
disagree Disagree
Disagree
somewhat
Neither 
a p ee  nor 
disagree
...
Agree
somewhat Agree5
Strongly
ap ee
6
I tried to be a good client. 
(+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I covered up what 1 was 
feeling in therapy. (+)
Strongly
disagree
: 0 ' .
Disagree
1
Disagree
somewhat
2
Neither : 
agree nor 
disagree
3 : :
.Agree
somewhat Agree Stronglyagree
6
I expressed things in therapy 
differently to what I thought 
and felt. (+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I was conscious o f how I 
might come across to my 
therapist.(+)
Strongly
disagree
0
D isapee
1
Disagree
somewhat
2
Neither 
a p ee nor 
disagree
. 3 .
Agree
somewhat
Agree Strongly
apee
6
I tried to alter how I came 
across in therapy.(+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I tried to show my therapist 
that I held similar beliefs and 
values to her/him.(+)
Strongly
disagree
0
Disagree:. Disagreesomewhat
:: Neith#/': 
agree nor 
disagree 
3
somewhat
y .: .; .- '4/■;;//A
Agree . Strongly
agree
6
I would not try to correct my 
therapist’s view o f me if 
her/his view made me come 
across in a more favourable 
manner.(+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I found it difficult to be open 
and honest.(+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
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Culture Specific Factors Inventory: Perceived Stereotyping
Appendix L(ii) 
(client form)
Participant number....................Your code.....................Date:
INSTRUCTIONS:
Below is a list of items associated with the therapeutic relationship. Please read each one 
carefully and circle the number that best describes HOW MUCH THAT RELATES TO 
YOUR RECENT EXPERIENCE OF THERAPY. Only circle one number for each item 
on a scale of 0 (strongly disagree) to 6 (strongly agree). Please do not miss any items.
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
1 was afraid o f what my 
therapist might think o f me.
(+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I tried to protect my family’s 
image in therapy. (+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree
' 3/
Agree:/:;;;,//
somewhat :;:/:^ greWv::m::MêSÊ
Strongly
agree
6
1 felt restricted in what 1 
could say by my therapist’s 
view of me. (+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I was worried what my 
therapist might think o f 
me.(+)
Strongly 
disagree 
: 0
Disagree
1
Disagree
somewhat
Neither 
agree nor 
disagree
::;Agree:::#;#:,:
somewhat -::Agiree::S'’'
Strongly
1 was worried that my 
therapist would judge me.(+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
My therapist made me feel 
comfortable because o f who 
1 am. (-)
Strongly
disagree
0
Disagree
: : Disagree# ##Ne#er;::/agree nor ::gS:;;:Xgrsomewhat
Agree
5
Strongly 
. agree 
6
1 found myself reacting to 
my therapist’s view of 
me.(+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
I felt misunderstood by my 
therapist because o f my 
cultural background. (+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2 /  :
Neither 
agree nor 
disagree
V" 3 /
Agree
somewhat
4
Agree
5
Strongly
agree
6
1 was concerned about what 
my therapist thought about 
my cultural background. (+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
My therapist drew on 
stereotypes to understand 
me.(+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
My therapist made 
assumptions about my 
behaviour. (+)
Strongly
disagree
0
Disagree
1
Disagree
somewhat
2
Neither 
agree nor 
disagree 
3
Agree
somewhat
4
Agree
5
Strongly
agree
6
10
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Appendix M
Working Alliance Inventory (client form)
Participant number........................ Your code..................
D ate:..............
INSTRUCTIONS:
Below is a list of items associated with the therapeutic relationship. Please read each one 
carefully, and circle the number that best describes HOW MUCH THAT RELATES TO 
YOUR RECENT EXPERIENCE OF THERAPY. Only circle one number for each item 
and do not skip any items.
Never
1
Rarely
2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
I feel uncom fortable w ith m y  
therapist.
Never
1 Rarely2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
M y therapist and I agree about 
the th ings I  w ill need  to  do in  
therapy to  help im prove m y  
situation.
; Never 
1 Rarely2
Occasionally
3
Sometimes
4
Often
Very
Often
: ,6,:': .
Always
7
I am worried about the outcom e  
o f  these session s.
Never
1 Rarely2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
W hat 1 am doin g  in therapy g iv es  
m e n ew  w ays o f  look in g  at m y  
problem .
11/ Never
ife/ ; t ,.
Rarely
2
Occasionally Sometimes
4
Often
l l l l i i l i Often
Always
M y therapist and I understand 
each other.
Never
1 Rarely2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
M y therapist perce ives  
accurately w h at m y goal s are.
Never / " Rarely
/ ■/■ 2
Occasionally Sometimes iSdftena/
l i / ' A : /■■■■:
: : V e #  
Often Always 
7 :
I find w hat I am  doing in therapy 
confusing.
Never
1 Rarely2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
I b e liev e  m y therapist likes me.
Never
1 Rarely2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
I w ish  m y therapist and I could  
clarify the purpose o f  our 
session s.
Never
1
Rarely
2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
I disagree w ith  m y therapist 
about w hat I ought to get out o f  
therapy.
Never
1
Rarely
2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
I b e liev e  the tim e m y therapist 
and 1 are spending together is not 
spent effic ien tly
Never
1
Rarely
2 Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
10
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My therapist does not understand 
what I am trying to accomplish 
in therapy.
Never
1
Rarely
■2,
Occasionally
3:
Sometimes
4
Often
5
Very
Often
6
Always
7
I am clear on what my 
responsibilities are in therapy.
Never
1 Rarely2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
The goals o f  these sessions are 
important to me.
Never
I Rarely2'/: :;;2
Occasionally
, .3 ; t //::::
Sometimes
;f
Often
5
Very
Often
6
Always
7
I find what my therapist and I are 
doing in therapy are unrelated to 
my concerns.
Never
1
Rarely
2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
I feel that the things I do in 
therapy will help me to 
accomplish the changes that I 
want.
Never
ft;''"T
Rarely Occasionally Sometimes
4
Often 
■ 5
Very
Often
6
Always
7
I believe my therapist is 
genuinely concerned for my 
welfare.
Never
1
Rarely
2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
I am clear as to what my 
therapist wants me to do in these 
sessions.
Never
' 1
Rarely
2
Occasionally
3:/:/;,,,;
Sometimes
4
Often
Very
Often Always
:/7;/-://;:/
My therapist and I respect each 
other.
Never
1 Rarely2
Occasionally
3
Sometimes
4
Often
5
Very.
Often
6
Always
7
I feel that my therapist is not 
totally honest about his/her 
feelings toward me.
Never
/:f/ t : / '
Rarely 
2 .
Occasionally Sometimes Offëh: ; : ... Often
6:
Always -/' 
7
I am confident in my therapist’s 
ability to help me.
Never
1 Rarely2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
My therapist and I are working 
towards mutually agreed upon 
goals.
Never
vr
Rarely
■ 2 f : /
Occasionally 
/  3
Sometimes
4
:/::;:;Oftén,. Very: / : : Often 
6
Always
7
1 feel that my therapist 
appreciates me.
Never
1 Rarely2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
We agree on what is important 
for me to work on.
Never
1 Rarely2
Occasionally
3
Sometimes 
A 4
Often
.■ 5 ■
Very
Often
6
Always 
/  7
As a result o f  these sessions 1 am 
clearer as to how 1 might be able 
to change.
Never
1
Rarely
2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
My therapist and I trust one 
another.
Never
1 Rarely2
Occasionally
3
Sometimes
:■ 4,
Often
5
Very
Often
6
Always
7
My therapist and I have different 
ideas on what my problems are.
Never
1 Rarely2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
My relationship with my 
therapist is very important to me.
Never
1 Rarely2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
I have the feeling that if I say or 
do the wrong things, my 
therapist will stop working with 
me.
Never
1
Rarely
2 Occasionally3
Sometimes
4
Often
5
Very
Often
6
Always
7
My therapist and I collaborate on 
setting goals for my therapy.
Never
1 Rarely2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
1 am frustrated by the things I am 
doing in therapy.
Never
1 Rarely2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
335
32
33
34
35
36
We have established a good 
understanding o f the kind o f  
changes that would be good for 
me.
///.Rare#://://:
Occasionally
’m S iffÊ Ê Ê f
Sometimes
miÈÊMÊO
Often
5
Very
Often
6
Always
7
The things that my therapist is 
asking me to do don’t make 
sense.
Never
1
Rarely
2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
I don’t know what to expect as 
the result o f  my therapy.
//'/Never: Rarely
7’ ; . :2/ : : :
Occasionally
; 3 /
Sometimes
4
IliOifïiftS/l;
5 Often6
.Always
7
I believe the way we are working 
with my problem is correct.
Never
1 Rarely2
Occasionally
3
Sometimes
4
Often
5
Very
Often
6
Always
7
1 feel my therapist cares about 
me even when I do things that 
he/she does not approve of.
:/ Never
// 1
Rarely
: /:2!;/:/:f
Occasionally
f0 /:///:3
Sometimes
4
/: /:-Often///
S^ÊSfgilÊ
■ Very 
Often 
6
Always
%// ' :.7 : .//
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Appendix N(i)
Covering letter to participants for stage 1 of the process
Dear prospective participant
Thank you for taking time to consider participating in the research, which is being 
conducted as part of my ‘practitioner doctorate’ training in Psychotherapeutic and 
Counselling Psychology. I am looking to recruit participants for my research. I realise 
your time is valuable and hope that the enclosed material will answer your questions in 
relation to the research, which is looking at the effect of ethnic matching on the therapy 
process and outcome and the role of culture-specific factors.
Please find enclosed the following for your consideration:
• information sheet
• consent form
• questionnaires
• stamped addressed envelope to return the questionnaires
I hope you will find the time to contribute to this project. I would like to thank you in 
advance for your participation.
Yours sincerely
Addila Khan
Counselling Psychologist in Training
Department of Psychology 
University of Surrey 
Guildford, Surrey 
GU2 5XH
Tel: 07949771239 ( I will call you back if you prefer.)
Supervised by:
Dr Riccardo Draghi-Lorenz 
Lecturer
University of Surrey 
Department of Psychology 
Guildford, Surrey 
GU2 5XH
Strict confidentiality assured.
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Appendix N(ii)
Covering letter to participants for stage 2 of the process
Dear Participant
Thank you for completing and sending me stage one of the questionnaires. Attached are 
the remaining questionnaires. Please write your participant number and your code on the 
top of each of these as explained in the previous letter. This is important so that your 
responses to the questionnaires can be put together when I receive them.
Please find enclosed the following for your consideration:
1 questionnaires
2 stamped addressed envelope to return the questionnaires
3 brief list of counselling services for your consideration should you need these.
I would like to thank you in advance for your participation in this valuable research. If 
you would like general feedback on the results once the study is completed, please give 
me a call or email and I shall be happy to provide this.
Yours sincerely 
Addila Khan
Counselling Psychologist in Training
Department of Psychology 
University of Surrey 
Guildford, Surrey 
GU2 5XH
Tel: 07949771239 ( I will call you back if you prefer.)
Supervised by:
Dr Riccardo Draghi-Lorenz 
Lecturer
University of Surrey 
Department of Psychology 
Guildford, Surrey 
GU2 5XH
Strict confidentiality assured.
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Appendix P
Brief list of support agencies/counselling services
The British Psychological Society
St Andres House 
48 Princess Road East 
Leicester LEI 7DR 
Tel: 0116 254 9568 
Email: enquirv@bps.org.uk:
Samaritans
46 Marshall Street 
London WIF 9BF 
Tel:020 7734 2800
Tel: 08547 909090 (Helpline - national, local rate)
Email: JO@samaritans.org 
Helpline for people in distress.
Manna Counselling Service 
23 Mitcham Lane 
Streatham
London SW16 6LQ 
Tel: 020 8769 1718
Email: Manna coiinselling@lineone.net 
Drop-in Listening at Chatsworth  
Chatsworth Baptist Church 
Chatsworth Way 
West Norwood 
London SE27 9HN 
Email: office@chatsworthbaptistcom
BACP
House 35-37 
Albert Street Rugby 
Warwickshire CV21 2SG 
Website: www.bacp.co.uk 
Feeling Blue?
You can always talk to us 
482-HELP(4357) Your 24 hour Distress Line 
The Support Network 
020 7482 4636 or 020 7482 4357 
Website: vi'ww.thesupportnetwork.com 
The London Association for Counselling and Psychotherapy 
The Upper Floors 
19 Wentworth Street 
London El 
Tel: 020 7247 9063 
Website: ^\'ww.lacap.co.uk 
Centre 70 Counselling Service 
46 Knights Hill 
West Norwood 
London SE27 OJD 
Tel:020 8670 2775
Email: counselling @centre70cs.fsnet.co.uk
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Appendix Q
Notes for contributors to Psychotherapy Research
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Appendix R
Personal Reflection
I started my research with mixed feelings about doing quantitative research particularly, 
as I found it quite restrictive and lacking emphasis on the uniqueness of individual 
participants. I had enjoyed the contact involved in interviewing participants the previous 
year and hearing their accounts, some of which resembled my own experience while 
others introduced new and interesting responses. Assessing people’s attitudes on a 
questionnaire left me feeling distanced, and also at a loss as to the chance of finding 
anything beyond what the questions asked. However, good working relationships with 
the organisations and their strong interest in my work kept me motivated and enthusiastic 
about my research, which I feel has a lot of potential.
In designing my research, it was important to me to maintain the themes identified in my 
qualitative study, which I felt were important to understanding the difficulties 
encountered when working in therapy with south-Asians. For me it was also important, in 
keeping with the philosophy of research, to important findings where possible, in this 
case Farsimadan’s (2005 in print), to test out previous hypothesises. However, my 
interest lay in a sample where there was non-matching between ethnic minority clients 
and ethnic majority therapists, which I felt added a different slant to the work already 
conducted by Farsimadan et al. and at the same time was much needed. I have had a 
particular interest in understanding the difficulties of ethnically non-matched dyads with 
White therapists (though I have ideas about what else might be important to investigate). 
Part of this perhaps comes from my philosophy of integration (as previously quoted) 
rather than segregation to allow for some movement within different cultures, a learning 
that I consider important. The other aspect derives from my own experiences of personal 
therapy, and working with Asian clients, as previously referred to in a personal reflection 
when writing up my qualitative work. However, there are other aspects of my experience 
that I have not previously made reference [avoids repetition o f  phrase] to, such as being 
on the course. The therapeutic environment is not the only place where difficulties with a 
particular ‘way of being’ can have an impact on others and the way others perceive you.
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However, I would not describe my personal experiences on the course as difficulties, but 
rather learning opportunities, although these could be frustrating at times. Like some of 
the experiences reported by participants in both studies, I too felt that there were barriers 
to communication, partly through some misunderstandings related to cultural aspects of 
my identity when I first started the course. Obviously I would not suggest my experience 
was unique, but perhaps I was less open about myself than I might have been and more 
sensitive to revealing personal aspects of myself, which often left others in a place of ‘not 
knowing’.
I think my personal process as a trainee, researcher and a therapist has been enriched by 
my experiences through the various interactions, both personal and professional. The 
three research reports have been building blocks on the topic under question. It is hoped 
that with participants’ responses still being returned I will be able to include these in the 
analysis and submit this report for publication in the near future. Discussing my research 
and the findings has also sparked interest in others. Doing the research, however, has 
been both exciting and frustrating.
In conducting the research, the most frustrating aspect of the work has been the statistical 
analysis. Determined as I am sometimes, I like to work things out for myself before 
asking for help. However, this occasionally has a negative effect in that I could spend 
hours doing what someone could have explained in a fraction of the time! However, 
perhaps in the long run as a result I will emerge more accomplished in my abilities, 
although I am now aware that learning is also about being prepared to ask for help (at 
which I have progressively become better). The results of my research, however, baffled 
me especially when they went contrary to my expectations. But with the help of my 
supervisor I was able to identify one small error that I had made and put this right. This 
gave me the chance to reflect on how easy it is to make a mistake in statistics and how 
costly it can be. At the same time, I realised that it would have been acceptable for results 
to challenge my theories and hypotheses because research is all about testing hypotheses 
and discovering new things.
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Although I did enjoy doing the quantitative work, it had its ups and downs. At times I 
wished I had chosen something simpler, with fewer questionnaires, but ultimately I found 
it richly rewarding to have conducted a study about which I was passionate. Also, I feel 
that gaining experience in both types of research gives me greater choice and flexibility 
as a researcher in the future. It has broadened my outlook and allowed me to be open to 
different ways of working, communicating and doing research.
343
